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ABSTRACT
The purpose of this study was to examine educator outcomes related to Youth Mental
Health First Aid (Y-MHFA) professional development training. Educator outcomes in
knowledge, attitudes, skills, aspirations, and behaviors (KASAB) were examined to evaluate the
preparedness of educators to provide mental health support and the effectiveness of Y-MHFA.
Additionally, this study aimed to assess educator outcomes depending on their role in the
schools, including school-based educators, school-based mental health staff, and
administration/district staff. The author conducted a secondary analysis of pre- and post-test
questionnaires of 459 educators in a southeastern state of the United States. A repeated measures
ANOVA, one-way ANOVAs, and thematic analyses were conducted on educator KASAB
outcomes. Themes were constructed through written responses in the open-ended responses
related to the KASAB outcomes and program acceptability and feasibility. Overall, educators
had improved knowledge and attitudes outcomes post Y-MHFA. Educators had perceived
neutral to agreement of mental health skills, aspirations, attitudes, and behaviors prior to YMHFA. Participants described Y-MHFA as providing useful knowledge, strategies, and
resources to support youth with mental health risk. School-based mental health staff had higher
preparedness in mental health than school-based educators and administration/district staff
indicating a need for Y-MHFA for non-mental health practitioners. While educators had
improved outcomes after Y-MHFA, participants described the need for further and continual
support in their mental health learning.

CHAPTER I: INTRODUCTION

Sae e

f

eP be

There has been a recent push to promote and increase mental health awareness and
supports in the schools. Mental health problems are prevalent in youth, with 26% of youth ages
5-17 years old having a psychiatric diagnosis (Costello et al., 2005). Screening alone for mental
health problems yielded 21% of youth at risk for a mental disorder (Brown et al., 2007). Mental
health problems tend to begin during childhood, and because children spend most of their early
life in the school setting (Costello et al., 2005), it is crucial for educators to be a part of
prevention efforts and be able to know how to help students at their schools (Atkins et al., 2010;
Domitrovich et al., 2010; Masten, 2003; Jorm et al., 2007). Therefore, the school setting is
prominently considered the primary environment to provide mental health services to youth
(Bruhn et al., 2014).
When accounting for both subjective well-being and symptoms of severe mental health
concerns in a dual-factor model of mental health, 16% of youth exhibited signs of mental health
needs (Antaramian et al., 2010). Only 36% of youth with a mental health disorder receive
treatment, further increasing student academic and social-emotional behavioral risk (Merikangas
et al., 2011). Up to 63% of youth receive services for behavior disorders, while only up to 40%
of youth receive services for anxiety, depression, and other internalizing disorders (Merikangas
et al., 2011). Not receiving treatment can lead to detrimental outcomes, such as suicidal ideation
and death by suicide. Most youth with mental health problems do not receive mental health

1

treatment. The wide gap in service delivery decreases student engagement, academic
achievement, and later health and success in adulthood (Antaramian et al., 2010). Specifically,
short- and long-term outcomes of emotional and behavioral risk indicate that students experience
low academic achievement, social maladjustment, and participate in criminal activity (Chin et
al., 2013).
Supporting mental health in education is essential for educational success (Rapport et al.,
2001) through a multi-tiered school-based approach (Radliff & Cooper, 2013). This multi-tiered
approach supports all students based on their mental health needs to promote overall
development (Dowdy et al., 2015). In education, program-based workshops and professional
development activities typically address mental health that teaches educators mental health
literacy and strategies. However, few school-based mental health programs focus on middle
school students (Jagers et al., 2015). Youth Mental Health First Aid (Y-MHFA) is an
international program designed to educate and provide strategies to school staff, caregivers, and
any other individuals who interact with youth who might be experiencing mental health
challenges and/or are in crisis (Aakre et al., 2016; Gryglewicz et al., 2018; Jorm, 2000; Kitchener
& Jorm, 2002; Russell & National Council for Behavioral Health [NCBH], 2016). Y-MHFA is a
widely adopted evidence-based practice for mental health awareness training (Haggerty et al.,
2019).
Research has generally supported the effectiveness of Y-MHFA with a variety of student
ages and backgrounds (Jorm et al., 2010). Extant research has indicated that Y-MHFA is
appropriate for delivery to individuals who interact with youth between the ages 12-18 years old,
which spans the middle school population of focus in the current study (NCBH & Missouri
Department of Mental Health, 2019a). Y-MHFA has led to an increase in knowledge, self-
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efficacy, and confidence in working with individuals who have mental health concerns (Anthony
et al., 2015; Borrill & Kuczynska, 2013; Jorm et al., 2010; Massey et al., 2014; Mendenhall et
al., 2013; Morawsha et al., 2012; Svennson et al., 2014). However, there is a lack of research that
would indicate a long-term increase in mental health knowledge and self-efficacy following a YMHFA training (Sánchez et al., 2020). Few studies have examined the mental health outcomes
of individuals who receive Y-MHFA compared to individuals who receive other resources or
training in youth mental health.

P

e f

eC

e

S d

The primary purpose of this study was to evaluate the effectiveness of educator training
in Youth Mental Health First Aid (Y-MHFA). Therefore, the three main aims of this study are 1)
to determine a change in knowledge and attitudes from pre- to post- PROMOTE Assessment of
Y-MHFA (PAY) and to evaluate these differences across educator groups (i.e., school-based
educators, school-based mental health staff, and administration/district staff), 2) to identify
differences in educator skills, aspirations, and behavior between educator groups before YMHFA, 3) to assess future improvements of aspirations behavior outcomes across educator
groups, and 4) to measure educator feasibility of implementation to evaluate the sustainability of
the program (Han & Weiss, 2003). Feasibility measures how challenging the principles learned
are to implement in practice. In contrast, applicability is how useful they find the training for
their future practice. Additionally, different outcomes by educator groups analyzed include
school-based educators, school-based mental health staff, and administration/district staff. Since
Y-MHFA was intended for non-mental health providers, the primary groups of interest in the
present study are school-based educators and administration/district staff.
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Def

f Ke Te
The PROMOTE Assessment of Y-MHFA (PAY) measures educator attitudes, skills,

behavior, aspirations, and knowledge about mental health before Y-MHFA and whether there
were changes in these components after Y-MHFA. The PAY items are a modified version of the
Mental Health Knowledge, Services, and Professional Development Survey. The Mental Health
Knowledge, Services, and Professional Development Survey (Romer et al., 2018) was recently
published with evidence of accuracy and internal consistency reliability. The adaptations made
ee o

ecificall add e

he

d

e ea ch

e ion , incl ding excluding items that did not

directly address any of the research questions and the inclusion of four open-ended items to
explain the research questions further. The specific five domains used to evaluate the success of
ed ca o

professional learning (i.e., knowledge, attitude, skill, aspiration, and behavior) are

explained in the following section (Killion, 2008).
PAY items measure the five domains that describe the critical factors of successful
professional learning a a e l of

hen ed ca o a e effec i el engaged in

ofe ional o k,

in e ac ion, and de elo men (p. xv; Killion, 2008). The first domain, knowledge, is defined as
a conce

al nde anding of info ma ion, heo ie ,

inci le , and e ea ch (Killion, 2008).

Therefore, to apply this domain to address educator outcomes, researchers interpreted the change
in knowledge as the content, concepts, principles, and information used to determine and
implement actions. An example of an item on the PAY surveys that address knowledge is "there
a e hing

o can do o make

e o

second domain, attitude, i defined a
a egie

den a e men all heal h
belief abo

( ee A

endi C). The

he al e of articular information or

(Killion, 2008). This was evaluated as beliefs about the value of certain information,
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strategies, processes, or actions. The third domain, skill, is defined as "the ability to use
strategies and processes to apply knowledge" (Killion, 2008). Skill was interpreted as strategies
and processes to apply knowledge; capacity to act. The fourth domain, aspiration, is "desires, or
internal motivation, to engage in a particular practice" (Killion, 2008). Researchers interpreted
the change in aspiration as desires to engage in a practice. The fifth domain, behavior, is defined
as the con i en a

lica ion of kno ledge and kill " (Killion, 2008). Change in behavior was

interpreted as a consistent application of practices within authentic settings. A behavior change
was addressed by quantitative items asking educators about their use of evidence-based practices
and a qualitative item that asks educators to explain how they would use information learned in
Y-MHFA in their role(s) (see Appendix C and D).

S

f ca ce f

eS d

This study examined the outcomes and effectiveness of one of the most frequently used
programs for mental health supports in schools (NCBH, 2020). Much of the literature on Youth
Mental Health First Aid (Y-MHFA) presents short-term evidence of effectiveness. A report by
the National Staff Development Council (NSDC) indicates "high-intensity, job-embedded
collaborative learning" as an essential feature of active professional development (Hirsh, 2009).
Reports that components of effective professional development include active learning,
performance feedback, focus on specific content, and alignment with the teacher and state
standards support the NSDC's claims (Hirsh, 2009; Kratochwill et al., 2007). Evidence is
necessary to guide the implementation of mental health professional development trainings for
educators. This study sought to evaluate the Y-MHFA effectiveness through pre-existing data by
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providing the initial and post-intervention foundational knowledge, skills, attitudes, aspirations,
and behaviors to promote youth mental health support.
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CHAPTER II: LITERATURE REVIEW
This chapter reviews the extant research on Youth Mental Health First Aid (Y-MHFA) to
provide background for the current study. First, the introduction and evolution of Mental Health
First Aid (MHFA) are presented as a practice with differing populations internationally. YMHFA is a newer version of Mental Health First Aid (MHFA) and thus does not have substantial
research to support the intended or proposed outcomes (Gryglewicz et al., 2018). This chapter
concludes with a review of the literature of Y-MHFA's role as a mental health training, its
effectiveness, the limitations of Y-MHFA for educators and students, and the importance of YMHFA a a me hod o im o e ed ca o

school-based mental health services.

Introduction of Mental Health First Aid (MHFA)
Kitchener and Jorm initially created several versions of Mental Health First Aid (MHFA)
for the Australian community. The initial version of MHFA was created in 2001 specifically for
adults' mental health concerns due to the lack of focus on the prevalence of mental disorders
(Kitchener & Jorm, 2002; NCBH & Missouri Department of Mental Health, 2013). MHFA was a
live training that 1) introduced warning signs and symptoms of common mental health problems,
2) reviewed interventions and common treatments, including self-help resources and strategies,
3) described ways for how to connect people to personal and professional supports, and 4)
incorporated related simulations and role-playing of how to assess for mental health crises
(NCBH, 2020). Of those core strategies, a five-step ALGEE action plan is taught to participants
for how to assess for mental health risk or crisis. The ALGEE action plan outlines the process: to
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assess for risk of suicide or harm, listen nonjudgmentally, give reassurance and information,
encourage appropriate professional help, and encourage self-help and other support strategies
(NCBH, 2019c).
Along with the live training course, participants are also given a program guidebook that
explains the most common mental health problems in further detail, a list of national resources to
refer others for additional mental health services, and other information included in the training
for them to reference. Initial evaluations of studies on MHFA in Australia demonstrated
improvement in participants' confidence in providing aid for mental health, increased knowledge
and lower stigma about mental health, and collaboration with health professionals for treatment
(Kitchener & Jorm, 2006). Although these studies indicated disproportionately higher positive
results for middle-aged women in health-related professions, other populations also had
improved mental health learning outcomes. Specifically, a ici an

o come were enhanced

mental health knowledge, increased skills, and reduced stigma (i.e., farmers, the Vietnamese and
Chinese communities in Australia, and football coaches; Hossain et al., 2009; Lam et al., 2010;
Minas et al., 2009; Pierce et al., 2010; Sartore et al., 2008). However, these studies reported
effects after six months after the training without further follow-up.
MHFA was provided to South Australian college students and increased recognition of
mental health conditions and confidence in helping other students with mental health concerns
(Ei enbe g & S ee , 2010; O Reill et al., 2011). There were no reported changes in residential
advisors (RA s) reporting for mental health services or differences in RA s interactions with
students due to MHFA (Eisenberg & Speer, 2010). Pha mac

den in O Reill et al. (2011)

study demonstrated reduced stigma related to mental health and increased mental health literacy,
which continued six months post-training without long-term follow-up. There was also a need
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for further training to provide the same accuracy and quality treatment for mental health
compared to physical health.

Evolution of MHFA
Mental Health First Aid (MHFA) has been adapted and studied internationally in
Australia, United States, Japan, Sweden, UK, North Ireland, India, Sri Lanka, and Pakistan
(NCBH, 2019). MHFA has adaptations in content and language to the targeted locations and
populations. Since the introduction of MHFA in 2001, the training was modified for use in the
United States by the National Council for Behavioral Health (NCBH). Table A1 displays the
different variations of MHFA in the research literature (NCBH, 2019). Thus, MHFA has taught
mental health skills to adults in various settings with overall positive results. Adaptions of
MHFA for adults working with younger populations, such as high school teachers and coaches,
displayed the need for more focus on the benefits of mental health supports for adolescents and
youth (Jorm et al., 2010; Pierce et al., 2010).
Youth Mental Health First Aid (Y-MHFA) provides adults with the knowledge and skills
to aid adolescents (12-18 years old) with mental health concerns and/or in crisis. Y-MHFA
includes adults that interact with youth, such as teachers, school staff, family members, and
health services workers. School-based mental health personnel provide mental health support to
students as a part of their practice and therefore, are included as school staff that can receive YMHFA but not the targeted school personnel in need of mental health training. Similar to
MHFA, the five-step ALGEE acronym trains adults on the signs and symptoms to look out for
when youth are experiencing common mental health concerns and challenges, such as
depression, anxiety, substance use, and suicide (NCBH & Missouri Department of Mental
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Health, 2019a). In 2011, a Y-MHFA adaptation was created for the United States (Rose et al.,
2019). Although adults, such as teachers and families, interact with youth often, youth also need
the mental health literacy and skills to provide mental health first aid for their peers and
themselves (NCBH & Missouri Department of Mental Health, 2019b).
The teen MHFA (tMHFA) provides a mental health program directly to and for
adolescents and high school students (15-18 years old; Hart et al., 2012; Ross et al., 2012).
Specifically, the classroom-based training teaches students how to support their peers using
mental health first aid, increasing knowledge on mental health, and decreasing mental health
stigma (Hart et al., 2018). Preliminary findings demonstrate tMHFA to increase adolescent
confidence in supporting peers and reduce stigmatizing mental health beliefs (Hart et al., 2018).
Further studies in tMHFA are needed to evaluate long-term effectiveness, student observational
or self-report data on tMHFA effectiveness, and student abilities to provide mental health
support to peers.
Due to the rapid adoption of Y-MHFA, the NCBH introduced an expansion for
elementary-aged children through Child MHFA (See Appendix E). Child MHFA teaches adults
working in elementary schools how to recognize the signs and symptoms of a child that needs
mental health support and develop the ALGEE five-step plan for connecting the child and their
family to appropriate treatment and support. Florida certified instructors in Y-MHFA were able
to complete a webinar, a 30-minute self-paced online course on the rationale, materials, content,
and resources, and a certification test.1 The Child MHFA pilot would be included with Y-MHFA
through additional slides during the presentation and additional page inserts for the instructor and

1

Contact ALGEE@TheNationalCouncil.org for more information about the Child MHFA pilot.
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participant manuals. Although the course's length would be the same as a typical Y-MHFA, the
Child MHFA pilot is for the elementary school setting.

Youth Mental Health First Aid's (Y-MHFA) Role in Mental Health
Y-MHFA focuses on teaching educators and other community members to help youth
with mental health concerns and/or in crisis. Adults having the knowledge and skills to be able to
support youth mental health is critical. The study from Kidger et al. (2016) aimed to help
secondary school staff's mental health and best train staff to support their student's mental health.
Researchers evaluated the feasibility and acceptability of MHFA and Y-MHFA in six England
middle schools in a randomized controlled trial with half of the schools participating in the
intervention (56 school staff) while the other three control schools continued their usual practice
with a one year follow up. Jorm et al. (2010) collected data on 327 high school teachers, with
221 of them in the Y-MHFA intervention group, in twelve schools in South Australia on mental
health knowledge and school policies and indirect effects on their students.
School staff and students indicated that MHFA and Y-MHFA are feasible and relevant to
school staff and students (Kidger et al., 2016). Specifically, MHFA and Y-MHFA were
"effective at improving knowledge, attitudes, confidence and skills in supporting others" (Kidger
et al., 2016, p. 10). Therefore, there are preliminary evidence of Y-MHFA linked to building
educators' roles in gaining mental health knowledge, attitudes, and skills to support their
students. Y-MHFA increased the mental health knowledge and beliefs for teachers and decreased
stigma for teachers after six months (Jorm et al., 2010). Decreased stigma was related to
increased teachers likelihood to provide mental health information to students. However, YMHFA did not reduce all aspects of stigma. There were no effects on teachers' skills in providing
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mental health information to students or providing support to students with mental health
concerns (Jorm et al., 2010). Y-MHFA can increase the prevalence of teachers with the
knowledge and skills to provide mental health support to their students. Thus, there is a need for
additional research with students with a higher potential of mental health risk.

Y-MHFA with Diverse Populations
Y-MHFA has preliminary evidence of supported general effectiveness for educators, yet
many have not evaluated educators supporting minoritized student populations (Kidger et al.,
2016; Jorm et al., 2010). Recent research has addressed the importance of supporting diverse
people and the educators' responsibilities to provide culturally responsive practice. Researchers
examined Australian social work students' understanding of depression and suicidal ideation in
youth populations (Martin, 2017). This aim was explored by assessing the knowledge and skills
learned from 86 students to assist youth with depression and suicidal ideation after six months
(Martin, 2017). Supporting adolescents with depression and suicidal ideation includes different
considerations to consider when recommending or referring youth at risk to services and
supports. When evaluating the effectiveness of Y-MHFA for individuals servicing multicultural
communities, this aim was explored with a six month follow up by assessing attitudes and
opinions regarding depression and schizophrenia from 458 participants, including educators,
mental health providers, and health service providers in Australian multicultural settings
(Morawska et al., 2013).
After Y-MHFA, there was an increase in knowledge and skills concerning depression
with a continued low understanding of suicidal ideation (Martin, 2017). There is a need for
further attention to the signs and symptoms of suicidal ideation. However, providing more
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relevant mental health services for the youth of diverse cultures and identities through culturally
responsive practice is crucial (Ruiz-Casares, 2014). Y-MHFA showed overall effectiveness for
educators, mental health providers, and youth mental health literacy for health providers
(Morawska et al., 2013). Specifically, Y-MHFA improves participants' knowledge involved with
culturally diverse youth populations. Overall, more research is needed to evaluate Y-MHFA
effectiveness with various demographic characteristics and backgrounds.

Y-MHFA Effectiveness
When evaluating the effectiveness of professional development (PD), it is crucial to
consider the program, its applicability, and whether it provides the appropriate information,
skills, and feedback (Cordingley et al., 2015). Although PD can be a beneficial way to help
individuals learn about a topic in an interactive format, they are only useful when there is
learning taking place. Therefore, feasibility and acceptability are crucial to investigate when
determining effectiveness. Y-MHFA in the United States explored changes in a three-month
follow-up in mental health knowledge and behaviors of mental health providers compared to
non-mental health providers (Haggerty et al., 2019). Participants' knowledge, confidence, and
beliefs before Y-MHFA compared to a three-month follow-up with 25 mental health providers
out of a total of 107 participants who completed the follow-up survey. Y-MHFA was assessed
for effectiveness with 39 social work students compared to 34 non-social work students for
improving mental health knowledge and beliefs (Rose et al., 2019). Researchers studied
students abilities to successfully carry out the Y-MHFA's ALGEE actions in a five-month
follow-up. Y-MHFA improved mental health literacy, beliefs, and acceptability (Haggerty et al.,
2019; Rose et al., 2019). There were significant improvements for non-mental health personnel
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and non-social work students after three and five months. Mental health personnel and social
work students demonstrated higher mental health knowledge and confidence in providing aid to
others and maintained after Y-MHFA. Y-MHFA provided mental health personnel and social
work students opportunities to practice and enhance their mental health skills.
Y-MHFA assessed mental health literacy and skills and their engagement and usefulness
for 356 school staff that work in Title 1 schools over two years (Gryglewicz et al., 2018).
Researchers measured social e ice em lo ee abili

o

o ide a

o ia e

a egie fo

youth in distress immediately after Y-MHFA (Aakre et al., 2016). Y-MHFA resulted in
improvements in mental health knowledge and in being able to provide strategies for adults
working in school settings in the United States (Aakre et al., 2016; Gryglewicz et al., 2018).
Improvements across both studies were significant yet were not as large for participants involved
with youth in distress in their workplace than for other participants. Y-MHFA might not be as
imperative to learning appropriate strategies for individuals, such as educators, who receive some
training in mental health before receiving Y-MHFA. Both studies could not conclusively say that
improvements in mental health knowledge, behaviors, and skills post-Y-MHFA were only due to
the program. Thus, there may be other factors along with Y-MHFA that can improve mental
health literacy and behaviors. There were more significant mental health literacy improvements
among minority school staff than White school staff (Gryglewicz et al., 2018), which means that
Y-MHFA could be more relevant to the mental health concerns that minoritized youth
experience more often.

The Connection between School-based Mental Health and Y-MHFA
With almost 25% of children at mental or behavioral risk within an academic year (Patel
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et al., 2007) and many students relying on school-based services due to lack of access (Roeser et
al., 2001), schools often serve as the primary setting for mental health services (Hennessy &
Green-Hennessy, 2011). Therefore, schools may be the best setting to screen and identify early
symptoms or signs of mental health concerns through prevention and intervention supports for
students (von der Embse et al., 2018). Through an MTSS framework, school-based mental health
programs and interventions involve teachers in identifying at-risk students, implementing
classroom-wide curriculum and strategies, and providing additional intervention support
depending on the severity (Franklin et al., 2012). However, teachers often lack the critical skills
to fulfill this role (Cunningham & Suldo, 2014). Y-MHFA is a program that can provide schoolbased educators with crucial skills and strategies to implement appropriate conversations about
mental health in the classrooms (Russell & National Council for Behavioral Health [NCBH],
2016). Most importantly, with Y-MHFA, school-based educators will be more familiar with
mental health knowledge, more adept at recognizing common signs and symptoms, and more
comfortable providing ongoing mental health support to students.

Theoretical Framework

Theory of Planned Behavior
The theory of planned behavior (TPB) examines the multidimensionality of factors that
infl ence ed ca o

choice , deci ion , and ac ion (Aj en, 1985; 1991). Fig e 1 di la

he

multilevel model of various variables connected to planned behavior in the context of the
eache

beha io al in en ion resulting from professional learning and development (Dunn et al.,

2018). Specifically, the TPB delineates (a) attitudes, (b) subjective norms, (c) perceived
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behavioral control, and (d) intentions as the main factors that influence behavior (Dunn et al.,
2018).
Behavioral beliefs are the educator's attitude towards their behavior, which is the strength
of their beliefs and subjective judgments of their beliefs. Meanwhile, normative beliefs are the
educator's perception of others' opinions that they find valuable concerning professional learning.
Normative beliefs form the educator's subjective norms towards a particular behavior. Control
beliefs refer to an ed ca o

availability of necessary skills, resources, and/or opportunities to

apply professional learning. An educator's perception of their beliefs of availability to apply
professional learning (i.e., control beliefs) as more or less difficult is their perceived behavioral
control. Since behavioral intention is one of the strongest indications for whether the educator
will perform the behavior or not (Ajzen, 1985; 1991), it is vital to assess ed ca o

underlying

beliefs, attitudes, norms, and perceptions agreeableness to the professional learning content.
Thus, educators' predetermined attitudes, norms, and perceptions influence the likelihood of their
intention to participate in ongoing professional learning and apply their professional knowledge
through learned skills. An educator s predetermined attitudes and aspirations can also influence
their behavioral intentions to consider changing future behavior. A program such as Y-MHFA
challenges a ici an

ede e mined a i de b di elling men al heal h mi conce ions and

em ha i ing he im o ance of he a ici an

ole a a men al heal h fi

aide in hei li e

can help mitigate these challenges. Also, Y-MHFA including ways for participants to practice
learned skills through role-playing can help encourage practicing learned skills with youth. Thus,
when measuring the effectiveness in educator learning in Y-MHFA, it is essential to assess
educator behavioral beliefs (i.e., attitudes), normative beliefs (i.e., aspirations), and control
beliefs (i.e., knowledge, skills) before and after they receive the training. These different TBP
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beliefs will inform educators behavioral intentions towards implementing their Y-MHFA
learning, which is essential to consider changing future behaviors in supporting youth mental
health (i.e., behavior).

Figure 1. S

c

e diag am of KASAB components in he Model of the Theo

of Planned

Beha io (TPB)
The TPB framework has predicted and explained human behavior in multiple settings,
such as problem drinking (Schlegel et al., 1990) and election participation (Watters, 1989). The
TPB framework also predicts teacher behavior in interventions and professional development
programs (Demir, 2010; Dunn et al., 2018; Patterson, 2001; Venkatesh & Davis, 2000).
Therefore, research on TPB has given insight into leading more effective behavior changes in
school-based programs.

Professional Development in MTSS
PD has increased educator knowledge and skills in related topics that will inform best
practices and student success (Desimone & Garet, 2015; Franklin et al., 2012). It is essential to
ensure that all teachers within a school or school system have common beliefs and goals for
student success by delivering appropriate evidence-based instruction and interventions. Problemsolving frameworks, such as Positive Behavior Intervention Supports (PBIS) and Response to
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Intervention (RtI), have emerged as school-wide behavior or academic supports, respectfully.
PBIS is a widely used school-wide framework that helps guide schools through an integrative
three-tiered system. PBIS aligns with critical features of Multi-Tiered Systems of Support
(MTSS) based on evidence-based behavioral practices for data collection and decision-making
(Lewis-Palmer et al., 1999; Eagle et al., 2013). PBIS addresses system-wide factors that affect
the implementation of evidence-based practices.
RtI follows a similar framework for a system approach and is aligned to crucial features
of MTSS to incorporate data-based decision-making, but with a focus on their academic success
by ensuring that all students can learn. RtI's conception focused on the system-wide factors that
influence student outcomes, such as intervention monitoring and disproportionality in special
education eligibility (McIntosh & Goodman, 2016). Therefore, both PBIS and RtI's frameworks'
strong alignment with MTSS (Sugai, 2009) as a single unit of providing support for student's
academic, social-emotional, and behavioral needs is critical equitable incorporation into the
schools. The Florida Department of Education (FDOE) defines MTSS in the schools as
incorporating PBIS and RtI district-wide data-based planning and problem-solving through
consensus building of a shared vision between all levels of educational personnel (e.g., school
administrators, university/college partners, policymakers), infrastructure development by
establishing collaboration systems and workgroups, and implementation and evaluation of
practical training and technical assistance (Florida's Multi-Tiered System of Supports, 2020).
The efo e, im lemen a ion of MTSS e i e

b an ial change in ed ca o

through ongoing and effective professional learning (p. 2; Castillo et al., 2018).
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ac ice

Components of Professional Development in the Schools and Y-MHFA
Traditionally, PD in schools has consisted of curriculum-based in-service trainings that
include activities delivered by outside experts (Sugai et al., 2012). The traditional PD model can
lead to only short-term use of professional learning, less implementation fidelity, and reduced
student outcomes (Joyce & Showers, 2002). However, recent studies and evaluations of effective
PD in education have foc ed on a ge ing ed ca o

o come (e.g., kno ledge, a i de ,

skills, etc.; Killion, 2008) necessary for successful implementation of RtI (Castillo et al., 2018).
Some critical components include continual coaching, administration support, and data feedback
(Joyce & Showers, 2002). Thus, effective educator PD involves continual learning (i.e., regular
training and job-embedded coaching) and implementing evidence-based practice to increase
implementation fidelity, encourage long-term use of professional learning, and increase educator
outcomes (Castillo et al., 2018; Fixsen et al., 2005).
The same components mentioned above also translate to effective educator PDs on
mental health. Professional development and learning are described as the process when
ed ca o a e effec i el engaged in

ofe ional o k, in e ac ion, and de elo men

Killion, 2008). Y-MHFA a ge ed ca o

(p. xv;

o come in kno ledge, kill , and a i de in hei

content cannot yet target educators' aspirations and educators' behaviors over time from the onetime session. Although Y-MHFA provides opportunities to practice learned skills and apply
knowledge gained throughout the course, there is a lack of continued opportunities for feedback
and coaching after the training.
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Re ea c Q e
This study answered the following questions:
1.
a. Wa he e ignifican change in ed ca o

ed e and a

de af e Y-MHFA?

b. Wha

a he a e of change in ed ca o

ed e and a

de af e Y-MHFA?

c. Wha

e e he diffe ence in he a e of change in

ed e and a

de be een

chool-ba ed ed ca o , chool-ba ed men al heal h aff, and admini a ion/di ic
aff af e Y-MHFA?
I i h

o he i ed af e ecei ing Y-MHFA, ed ca o

ill ha e an o e all

ignifican inc ea e in hei kno ledge and a i de (Kidge e al., 2016). I i
al o h

o he i ed chool-ba ed ed ca o and chool-ba ed men al heal h aff

ill inc ea e hei kno ledge and a i de a a highe a e of change han
admini

a ion/di ic

aff (Mo a

ka e al., 2013), leading o f

heal h hel ing beha io . I i al o h
im o emen ed ca o
o

o

e men al

o he i ed ha Y-MHFA ill con ib e o

kno ledge and a i de in

o iding men al heal h

den .

2. A e he e diffe ence in a i de ,

,a

a

, and be a

o come be een

chool-ba ed ed ca o , chool-ba ed men al heal h aff, and admini a ion/di ic

aff

io o Y-MHFA?
I i h

o he i ed ha chool-ba ed ed ca o and chool-ba ed men al heal h

aff ill ha e inc ea ed men al heal h a i de , kill , a i a ion , and beha io
o come han admini a ion/di ic
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aff (Aak e e al., 2016; G gle ic e al.,

2018). Im o ed o come can mo i a e chool-ba ed ed ca o and chool-ba ed
men al heal h aff o lea n f om Y-MHFA.
3. A e he e indica ion of a

a

o

e lea ned Y-MHFA

inci le

o -Y-MHFA fo

chool-ba ed men al heal h aff and chool-ba ed ed ca o com a ed o
admini

a ion/di ic
I i h

aff?

o he i ed ha chool-ba ed ed ca o and chool-ba ed men al heal h

aff ill ha e mo e o i i e a i a ion and f
heal h
admini

o

o ad

a ion/di ic

o h (Hagge

o ide men al

e al., 2019; Ro e e al., 2019) han

aff.

4. Do a ici an ' e ce ion of he a
add e

e in en ion o

cab

of Y-MHFA ela e o hei abili ie o

men al heal h in o h?
I i h

o he i ed ha chool-ba ed ed ca o and chool-ba ed men al heal h

aff ill find Y-MHFA mo a licable o hei
The efo e, he

ill be mo e illing o add e

com a ed o admini a ion/di ic
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aff.

o k (Kidge e al., 2016).
f

e men al heal h in o h

CHAPTER III: METHODS
The current study analyzed pre-existing data collected for a Substance Abuse and Mental
Health Services Administration (SAMHSA) funded grant (Grant #: 1H79SM081115-01). The
current study is a secondary analysis of data that were collected as a part of a larger grant project;
the author did not have control over the data collection process. Quantitative data with
supplementary qualitative data were collected by purposive convenience and cluster sampling to
explore the effects of Y-MHFA on educators. This study evaluated factors of educator change
and differences (i.e., KASAB outcomes) in relation to Y-MHFA through the PROMOTE
Assessment of Y-MHFA (PAY) in a one group pretest-posttest design. Thus, the pretest-posttest
design cannot assess whether Y-MHFA alone ca ed change o diffe ence in ed ca o
KASAB outcomes. This chapter details the participants and procedures of the study, describes
the questionnaires, and articulates a plan for data analysis.
The PAY was developed as part of the SAMHSA grant awarded to the University of
South Florida. The items of the PAY are a modified version of the Mental Health Knowledge,
Services, and Professional Development Survey (Romer et al., 2018), a survey deemed as
accurate and eliable h o gh he

d

high e on e a e (K ame e al., 2009) and mea

ed

internal consistency reliability estimates for each subscale that ranged between .80-.99 in the
survey. Specifically, the access to resources, training and coaching subscale had the highest
internal consistency reliability estimate (.99), followed by perceived preparedness (.92), support
for EBP (.86), and school and community supports (.80). The surveys included four domains or
factors based on the five intended outcomes when designing effective professional learning
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(Killion, 2008). The purpose of the surveys was to determine change in learned attitudes, skills,
aspirations, knowledge, and behavior outcomes in relation to Y-MHFA and possible areas of
improvement or gaps in achieving the necessary results for individuals to provide sufficient
mental health support to youth.

Pa

c a
Participants were recruited by registering for Y-MHFA training dates on the course

website online2. All school staff needed to be trained in youth mental health (Mental Health First
Aid, 2020). For the SAMHSA grant, school personnel working within one school district with
prior grant participation agreement were possible participants. The district is located in a
southeastern state and includes 51 elementary schools, 18 middle schools, and 19 high schools
across the county in rural, suburban, and urban settings. This district is ethnically diverse with
over 77,000 students, including 60% White, 24% Hispanic/Latino, 8% Black or African
American, 5% multi-race, 3% Asian, and less than 1% Native Hawaiian/Other Pacific Islander
and Native American/Alaska Native (Florida Department of Education, 2020).
There were initially 683 participants who completed the surveys. Due to participants not
indicating an educator code (i.e., no identification to match pre to post scores), lack of completed
items, o i em being indica ed a

N/A (N = 173; 25.3%), a total of 510 educators completed

both the pre- and post-PAY. Participants could not be matched between pre- and post-PAY if
they did not indicate a specific educator role (i.e., school-based educators, school-based mental
health staff, and administration/district staff). Thus, an additional 51 participants were excluded,
which left a total of 459 educators included in this study. The majority of the sample identified as

2

Please reference the following website for Y-MHFA registration:
https://www.mentalhealthfirstaid.org/population-focused-modules/youth/
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female (82.3%), while males made up 17.4% of the sample, and one participant did not indicate a
gender. The majority of the participants were White (83%), then Hispanic (9.4%), followed by
Black (4.6%), then Multi-racial (1.7%), with other races/ethnicities identified at 1.7%. Most
participants reported their level of education as having earned a ma e
then a bachelo

degree (46.8%) and

degree (24.7%). The bulk of participants were teachers (N = 210; 45.8%),

followed by counselors (N = 51; 11.1%) and administration (N = 41; 8.9%). See Table A2 for
participant demographic information.

P ced

e
Y-MHFA
The student services director coordinated Y-MHFA at various schools and district

offices. Multiple Y-MHFA certified instructors conducted these trainings, including members of
the research team. The research team comprised of two faculty members, four doctoral graduate
students, and the county student services director. All members of the research team participated
in Y-MHFA and Y-MHFA instructor training before conducting Y-MHFA for educators. YMHFA was provided at each training with two certified instructors. Certified instructors received
a three-day Y-MHFA training of instructors after having completed the participant level YMHFA.
Trainings were conducted over the course of eleven months from April 2019 to February
2020. Instructors completed each training on the same day implemented. Each pre-PAY was
completed immediately before Y-MHFA, and each post-PAY was concluded directly after
completion of Y-MHFA (see Appendix G for Y-MHFA Timing Guide). Trainings took place in
district buildings or a designated school site at 8:30 am on the selected date. As a part of Y-
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MHFA, participants received multiple resources at the training, including a manual3 and a
handout of national and community hotlines and services relating to mental health for youth.
Y-MHFA includes a discussion of typical adolescent development, a review of common
mental health challenges in youth, identifying youth who may be experiencing these challenges,
and describing a 5-step action plan to help youth in both crisis and non-crisis situations. The
program covers anxiety, depression, substance abuse, disruptive behavior disorders, eating
disorders, and other disorders in which psychosis may occur. Trainings included education in the
areas above, role-plays to simulate real world conditions, and instructor feedback to facilitate
increased efficiency. To make sure participants understood the material, Y-MHFA incorporated
multiple whole group discussions, multiple small group activities, and a knowledge pre- and
post-test.
Survey Administration
At the start of each training, the Y-MHFA instructors logged the names, district
identification numbers, and email addresses of each person participating in Y-MHFA. This log
was necessary to enter participant information into the MHFA online system to receive YMHFA certification. This log was the only document that linked participant names to district
identification numbers, so the research team kept it in a separate file folder. After logging each
person on this form, the instructors shared the paper consent form (See Appendix F) to each
person, and they had a few minutes to read and sign the consent form. Then, the instructors
collected the consent forms and stored completed consent forms in a marked file folder
immediately after completion.

3

Manual is only available for certified instructors to view. Please contact Mental Health First Aid USA for
more information.
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After written consent was obtained from participants, before Y-MHFA, the participants
completed the pre-PAY. When participants completed the pre-PAY, the two instructors
immediately collected them and stored them in a separate marked file folder. Participants then
participated in Y-MHFA and, after completion, filled out the post-PAY. The instructors did not
discuss any of the PAY items with the participants (i.e., during completion of the PAY surveys,
during Y-MHFA, or after Y-MHFA). The instructors filed the post-PAY in the same file folder as
the pre-PAY, with each portion divided by binder clips or paper clips. The surveys were stored in
a separate file folder from the consent forms and the participant log to

o ec

a ici an

confidentiality.
After the training, instructors stored all file folders in a locked file cabinet by the research
team. The four doctoral students on the research team, including the author, inputted and
checked data on Excel documents on an online application system affiliated by the university
that only the research lab has access to (i.e., Box). This online application system, Box, is HIPPA
(Health Insurance Portability and Accountability Act of 1996) compliant. The research team
members had a data input and check system where the same person did not input and check the
data. This system helped check for any mistakes in inputting and any inconsistencies in the
interpretation of participant data. If there were any mistakes or inconsistencies, research
members would jointly review the data and determine the inclusion or exclusion of data. The
data were inputted as two separate Excel documents, with one for the pre-PAY and another for
the post-PAY. The research team coded (e.g., a a ici an

i ing

ongl ag ee ne

o i em)

or potentially removed (e.g., a participant writing Other and circling the Other choice) written
participant data on the survey. The research team

ed he a ici an

di ic iden ifica ion

number to link the pre- and post-PAY data. If participants only included their name on the pre-
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and post-PAY, the author created identification numbers for them on the Excel document and
their surveys for the study

o e and de-identified the data. For the four open-ended

responses at the end of the post-PAY, the research team members copied the exact participant
responses from the paper form to the Excel document for the post-PAY.

Mea

e
After providing consent, educators completed the demographic information portion. The

research team asked educators to write their district identification number instead of their name
to maintain confidentiality. The pre-PAY collected demographic information, including gender,
race/ethnicity, the highest level of education, type of teaching certification, and years of
experience. Grade level, subject taught, and the average number of students in their classes were
also collected as a part of the demographic information if applicable.

PROMOTE Assessment of Y-MHFA (PAY)
The PAY is intended to assess what attitudes, skills, aspirations, knowledge, and behavior
educators knew about mental health before the Y-MHFA and whether there were changes in
some of these components after the Y-MHFA. The items of the PAY are a modified version of
the Mental Health Knowledge, Services, and Professional Development Survey (Romer et al.,
2018). Adaptations were made to specifically address the research questions, including the
exclusion of certain items that were not feasible due to a time constraint on data collection (e.g.,
To ha deg ee i he aining ha

o

ecei e deli e ed: b comm ni

men al heal h

providers ). The research team kept the most salient items related to capturing educator change
and included four open-ended items to answer the research questions further. There were 46
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items on the pre-PAY divided amongst ten concepts and 17 items on the post-PAY divided
amongst two concepts (See Table A3). For this study, within the concepts of the pre-PAY,
educator knowledge (10 items), skills (15 items), attitudes (11 items), aspirations (2 items), and
behaviors (8 items) were analyzed. Within the post-PAY, educator knowledge (10 items) and
attitudes (4 items) were analyzed. The post-survey also contained four open-ended qualitative
questions that provide more in-depth educator perceptions of feasibility and acceptability and
further support the quantitative data. The scale of the items included true and false responses,
yes/no responses, Likert-scales (1-5 and 1-6; with 1 = strongly disagree and 5/6 = strongly
agree), and open-ended questions. The constructs for the pre- and post-surveys are detailed
below:
PAY Pre-Survey. The PAY Pre-Survey or pre-PAY included 12 items that address
participant demographics based on the Mental Health Knowledge, Services, and Professional
Development Survey (Romer et al., 2018). The research team removed some demographic
questions due to the questions being addressed in the constructs of the pre-survey. These items
included gender, race/ethnicity, age, level of education, teaching certification, number of
students currently teaching and student population they teach, what subjects they teach, and prior
Y-MHFA experience.
The Mental Health Knowledge, Services, and Professional Development Survey (Romer
et al., 2018) originally included definitions of key terms used throughout the survey, but the
research team removed them from the pre-PAY. Before being given the pre-PAY, participants
were advised to ask the Y-MHFA instructors for assistance if needed, including any questions
about specific key terms.
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Mental Health Knowledge. Ten items represented mental health knowledge. Mental
health knowledge included true and false statements about knowing how to make sure students
are mentally healthy and knowing the signs of depression and anxiety. Mental health knowledge
also had facts about suicide, eating disorders, and substance use. Individuals with this knowledge
(i.e., items 10-19) should recognize common mental health facts in youth.
Direct Mental Health Support. Six items represented direct mental health support. Direct
mental health support focused on whether teachers have talked to any students about a social or
emotional concern in the past 60 days of the academic school year. In-depth, direct mental health
o add e ed

ending ime li ening o he

den

oblem , hel ing calm hem do n,

and discussing self-harm or suicidal thoughts. Direct mental health support also included
encouraging professional help and self-help. Individuals with these skills (i.e., items 20-25)
should describe skills with aiding youth with their mental health.
School- and Community-Based Mental Health Supports. Seven items represented schooland community-based mental health supports. School- and community-based mental health
supports include levels of agreement with teachers at the school talking to students about their
feelings in general and their feelings when they are having problems. School- and communitybased mental health supports also included knowing students can speak to someone in general,
an adult, or someone outside of school. This concept also included educators knowing whether
students can receive timely access to mental health supports. Individuals with these beliefs or
attitudes (i.e., items 26-32) should recognize whether they believe students with problems have
available school mental health supports.
Professional Development Needs. Four items represented professional development
needs. Professional development needs included feelings of preparedness from formal training
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for using evidence-based strategies during practice. Professional development needs also
assessed the ability to identify students in need of Tier 2 and 3 mental health services and
provide Tier 1 mental health services. Individuals with these skills (i.e., items 33-36) should
identify and provide mental health services to students.
Evidence Based Practices (EBP). Eleven items represented the EBP concept. Evidence
based practices include beliefs about evidence-based practices, the role of mental health in
school, and beliefs about having adequate knowledge on providing culturally responsive
practices. Evidence based practices addressed whether individuals have gone through the process
of considering prior effectiveness, researching different programs, and applying them based on
the youth they serve. Individuals with these skills (i.e., items 37-40, 47) should know the process
of selecting evidence-based interventions. Evidence based practices also included the value and
importance of evidence-based practices with youth. Individuals that hold these aspirations (i.e.,
items 45 and 46) display the internal motivation to provide evidence-based support to students.
Evidence based practices addressed the perception of the knowledge and skills learned through
evidence-based trainings and applied to practice. Individuals with these attitudes (i.e., items 4144) should identify their level of knowledge, interpersonal skills, and training in evidence-based
practices.
Culturally Responsive Practice. Four items represented culturally responsive practice.
Culturally responsive practice includes considering the

den

c l

e within effectiveness

studies when selecting evidence-based practices and programs in their own schools. Culturally
responsive practice included the extent that family and youth input is involved in selection and
modifications to programs. Culturally responsive practice also included adjusting practices and
interpersonal communication to the cultural differences of others and modifying interventions in
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consideration of culture and demographics. Individuals with these behaviors (i.e., items 48-51)
should provide culturally responsive practice with families and youths they serve.
Access to Professional Development (Training, Resources and Coaching). Four items
represented access to professional development in training, resources and coaching. Access to
professional development (training, resources and coaching) included a e ing ed ca o

le el

of access to professional development to provide Tier 1 mental health services and early
identification and provision of Tier 2 mental health services. Access to professional development
(training, resources and coaching) also included identifying and conducting assessments of
students in need of Tier 3 mental health services. Individuals with these behaviors (i.e., items 5255) should identify students needing mental health services and provide Tier 1, 2, and 3 mental
health services.
PAY Post-Survey. The post-PAY includes two constructs from the pre-PAY and
qualitative questions. There were questions not included in the post-PAY from the pre-PAY
which directly influenced the ability to measure differences from pre to posttest (see Table A3).
The mental health knowledge construct formed the same items from the pre-PAY. The attitudes
towards the role of mental health in schools and mental health trainings construct include some
items from the pre-PAY with items included to address participant perceptions of Y-MHFA,
motivation to participate in future mental health trainings, and attitudes. The attitudes towards
role of mental health in schools and mental health trainings construct also included an attention
check question with an instructed response item to examine participant self-report reliability and
ensure survey scale validity (Kung et al., 2018). The four qualitative questions included are
novel to the post-PAY.
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Mental Health Knowledge. The same 10 items in the pre-PAY represented Mental health
knowledge. The ordering of the true and false statements was also the same as in the pre-PAY.
Attitudes towards Role of Mental Health in Schools, and Mental Health Trainings. Six
items represented the attitudes towards role of mental health in schools, and mental health
trainings. Attitudes towards role of mental health in schools, and mental health trainings include
beliefs about evidence-based practices, the role of mental health in school, and beliefs about
having adequate knowledge on providing culturally responsive practices. Attitudes towards the
role of mental health in schools and mental health trainings also include the willingness to
improve skills in supporting students' mental health by participating in future trainings and the
likelihood of recommending the Y-MHFA to colleagues (i.e., items 16 and 17). Individuals with
these beliefs or attitudes (i.e., items 11-14) should identify their attitudes towards evidence-based
practices and their roles regarding evidence-based practices.
Open-Ended Questions. Four items represent the open-ended questions included in the
post-PAY. The four qualitative questions include: 1) What was the most useful part of this
training?, 2) What was the least useful part of this training?, 3) What changes, if any, would you
suggest for future teacher trainings?, and 4) How might you use what you learned today in your
teaching, interactions with students, and other aspects of your role(s) at your school in which you
have opportunities to support youth mental health? Individuals with the knowledge and skills
from the Y-MHFA should knowledge learned from the training and the skills they will use to
support students' mental health. Individuals should also be aware of their motivation to provide
the youth mental health support to students and participate in further training to improve skills.
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CHAPTER IV: RESULTS

This chapter includes the statistical analyses conducted to answer the research questions
in the current study. First, the results of the descriptive and preliminary analyses are described.
Next, the results of repeated measures ANOVAs, one way ANOVAs, and thematic analyses are
reported to examine the relationships between educators (i.e., school-based educators, schoolbased mental health, and administrators/district staff) and KASAB (i.e., knowledge, attitudes,
skills, aspirations, and behavior) outcomes at two-time points.

Descriptive analyses
A total of 459 educators completed the pre- and post-PAY and were included in this
study. Educators were divided into three different groups depending on their role: school-based
educators (i.e., teachers, instructional aids/assistants, and Student Support and Assistance
Program (SSAP) teachers; N = 226; 44.4%), school-based mental health staff (i.e., counselors,
social workers, nurses, school psychologists, occupational therapist/physical therapist, behavior
specialist, and speech-language pathologists [SLPs]; N = 108; 21.1%), and administration/district
staff (i.e., technician, program coordinator, instructional/career coaches, cybersecurity, school
leadership, Student Support Programs and Services [SSPS]; N = 125; 24.5%). Some educators
did not indicate their specific ole o

o e o he

(N = 51; 0.1%).

Descriptive statistics were conducted for the pre- and post-PAY separately by the KASAB
outcomes in each concept (i.e., Mental Health Knowledge, Direct Mental Health Support, etc.) to
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assess means, standard deviations, minimum and maximum, normality, outliers, and frequencies
in each concept. Each KASAB outcome was measured overall and per educator group. The
author conducted further analyses to ensure the internal consistency reliability of the construct
items on he

e

(i.e., C onbach al ha). S ecificall , in e nal con i enc e ima e

calc la ed he eliabili

of mea

e i em (i em o o al co ela ion)

ing C onbach al ha fo

each scale. Next, the author identified moderate to high (.70 or greate ) C onbach al has within
constructs; lo

o mode a e (.69 o lo e ) C onbach al ha resulted in a cautious interpretation

and further scrutiny with the expectation that there would be some variability within items and
constructs. Data were also evaluated to determine outliers (e.g., a a ici an ma king all 1
h o gho

he

e ), a ici an

ho lef i em blank o ma ked N/A, and a ici an

ho

did not score the attention check question correctly (i.e., item 15 on post-PAY). The author
examined internal consistency for all multi-item scales of the different concepts in the pre- and
post-PAY (e.g., Mental Health Knowledge, Direct Mental Health Support, School- and
Community-Based Mental Health Supports). Further descriptive, ANOVA, and thematic
analyses are explained by each research question below. Skewness and kurtosis of the data were
also checked through SPSS Statistics, and overall statistics are reported below.
For the first research question, overall knowledge pre-PAY scores were not normally
distributed with skewness of -1.20 (SE = 0.12) and kurtosis of 2.82 (SE = 0.23) while post-PAY
scores were closer to being normally distributed, with skewness of -0.68 (SE = 0.12) and kurtosis
of 1.42 (SE = 0.23). Whereas average attitude pre-PAY scores were fairly normally distributed
with skewness of -0.23 (SE = 0.12) and kurtosis of -0.35 (SE = 0.24) and closer to a normal
distribution at post-PAY with skewness of -0.78 (SE = 0.11) and kurtosis of 1.12 (SE = 0.23). In
the second research question, average attitude pre-PAY scores were fairly normally distributed
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with skewness of -0.56 (SE = 0.12) and kurtosis of 0.84 (SE = 0.24). Average pre-PAY skills
scores (i.e., Direct Mental Health Support, Professional Development Needs, and Evidence
Based Practices domains) varied in skewness (-0.25 to -1.70) and kurtosis (-0.24 to 3.15). Direct
Mental Health Support skills scores were not normally distributed with skewness of -1.70 (SE =
.13) and high kurtosis of 3.15 (SE = 0.25). Professional development needs and evidence-based
practices skills scores were fairly normally distributed with negative skewness (statistic = -0.44,
SE = 0.12; statistic = -0.25; SE = 0.12)) and low kurtosis (statistic = -0.52, SE = 0.23; statistic = .24, SE = 0.24). Aspirations average scores were close to normally distributed, with skewness of
-.40 (SE = 0.12) and kurtosis of 0.26 (SE = 0.24). Culturally responsive practice and access to
professional development behavior scores were fairly normally distributed with skewness of 0.65 (SE = 0.12) and -0.34 (SE = 0.12) and kurtosis of 1.13 (SE = 0.24) and -0.27 (SE = 0.24),
respectfully. The average aspirations post-PAY scores for the third research question were not
normally distributed with negative skewness of -1.89 (SE = 0.11) and high kurtosis of 4.82 (SE =
0.23).

First Research Question
The first research question involved the following further questions:
1a. Wa he e ignifican change in ed ca o

kno ledge and a i de af e Y-MHFA?

1b. Wha

kno ledge and a i de af e Y-MHFA?

a he a e of change in ed ca o

1c. What were the differences in the rates of change in knowledge and attitudes between
school-based educators, school-based mental health staff, and administration/district staff
after Y-MHFA?
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To examine these questions, a three (role) by two (time) repeated measures mixed
ANOVA was conducted where educator role was a between-subjects measure and time is a
within-subjects measure. Interactions were examined first because if there were significant
interactions, then main effects were not looked at. Therefore, the differences in the rate of change
(Question 1c) were examined first to then be able to address if there were significant changes
overall (Question 1a). Table A4 incl de de c i i e a i ic of each ed ca o g o

co e on

knowledge and attitude items from the pre and post-PAY. Overall, knowledge scores increased
from the pre-PAY (M = 0.87, SD = 0.09) to post-PAY (M = 0.91, SD = 0.07). The average scores
were on a true or false scale. Attitude scores increased from the pre-PAY (M = 3.55, SD = 0.81)
to post-PAY (M = 4.18, SD = 0.61).
In mixed ANOVA analyses, there are seven assumptions to be considered for data results
to be valid. The first assumption is for the dependent variable also to be measured as a
con in o

a iable. In hi

d , ed ca o

e- and post-PAY performance is the dependent

variable. Pre and post-PAY performance results were measured on a scale depending on the
domain measured and the number of items per domain (e.g., educator knowledge measured from
0 to 10 items answered correctly). The second assumption is that the within-subjects factor
should consist of at least two categorical variables. In this study, the within-subjects factor is that
every participant included has completed both the pre- and post-PAY. Therefore, there were two
different time points that each participant has taken the surveys. The third assumption is that the
between-subjects factor should consist of at least two categorical, independent groups. In this
study, educators are each placed into the category of school-based educators, school-based
mental health staff, or administration/district staff. Although some educators are from the same
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working place or nested (e.g., multiple educators working at the same school), there is variability
in when educators participated in Y-MHFA and their different workplaces (see Table A5).
The fourth assumption is that there are no significant outliers in any group of the withinsubjects factor or between-subjects factor. In this case, this assumption was evaluated using
SPSS Statistics to examine for outliers in the three different educator groups and the participants
who completed pre- and post-PAYs. While knowledge and attitude outcomes at pre- and postPAY yielded a few outliers, with some educators scoring lower, this is a natural part of the
population being studied and should be included in the results. The fifth assumption is that the
dependent variable should be approximately normally distributed for each group of the withinsubjects and between-subjects factors. SPSS Statistics tested for normality in the groups and each
domain (i.e., knowledge outcomes and attitude outcomes). Knowledge scores were closer to
normal distributions for specific groups at pre- and post-PAY with skewness ranging from -0.21
to -1.23 and kurtosis ranging from -0.48 to 3.41. Attitude scores for each educator group were
close to a normal distribution at pre- and post-PAY. Skewness ranged from -0.07 to -0.80, and
kurtosis varied from -0.20 to 1.46. See Table A4 for further information.
The sixth assumption is the need for homogeneity in the within-subjects factor and
between-subjects factor, which was calc la ed in SPSS S a i ic
homogeneity of variances. Le ene

e

ing Le ene

e fo

ho ed ha here is not sufficient evidence to conclude

that the variances for knowledge outcomes at the post-PAY were different, F(2, 433) = 2.178, p
= 0.115. Le ene

e

ho ed ha he a iance fo a i de o come a he o -PAY were

different, F(2, 445) = 23.139, p = 0.000. The seventh assumption is that of sphericity or equal
variances of between the within-subjects and between-subjects factor groups. Sphericity is
always met for two levels (i.e., pretest-posttest design) of a repeated measure factor.
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Regarding the knowledge outcomes across the pre- and post-PAY, there were educators
excluded due to missing data. In the pre-PAY, there were three participants (0.01%) excluded
from the school-based educators, one participant (0.01%) excluded from the school-based mental
health staff, and eight participants (0.07%) excluded from the administration/district staff due to
missing data. In the post-PAY, both school-based educators and school-based mental health staff
excluded one participant (0.00% and 0.01%, respectively), and the administration/district staff
excluded three participants (0.02%). On average in the pre-PAY, school-based educators (M =
0.87, SD = 0.10), school-based mental health staff (M = 0.87, SD = 0.10), and
administration/district staff (M = 0.88, SD = 0.08) answered the knowledge items correctly with
not a lot of variability in the scores amongst each group. Whereas, school-based educators (M =
0.91, SD = 0.07), school-based mental health staff (M = 0.92, SD = 0.06), and
administration/district staff (M = 0.91, SD = 0.06) answered the post-PAY knowledge items
higher from the pre-PAY on average still with limited variability in the scores amongst each
group.
Amongst each educator group for the attitude outcomes, there were 3 participants
(0.01%) excluded from the school-based educators, 3 participants (0.03%) excluded from the
school-based mental health staff, and 23 participants (6.3%) excluded from the
administration/district staff due to missing data at pre-PAY. At post-PAY, school-based educators
excluded three participants (1.3%) and administration/district staff excluded one participant
(0.80%) due to missing data (i.e., no participants were excluded from the school-based mental
health staff). On average at pre-PAY, school-based mental health staff agreed with preparedness
to engage in mental health support (M = 4.03, SD = 0.69) compared to school-based educators
(M = 3.40, SD = 0.79) and administration/district staff (M = 3.37, SD = 0.79). At post-PAY, all
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educator group scores increased with school-based mental health staff (M = 4.49, SD = 0.49),
school-based educators (M = 4.11, SD = 0.58), and administration/district staff (M = 4.04, SD =
0.66) answering with agreement on preparedness to engage in mental health support.

Research Question 1a
The Mental Health Knowledge concept that represents knowledge educator outcomes of
the pre-PAY consisted of ten items ( = .24) with low reliability, and therefore, results should be
approached with caution. At post-PAY, the items also had low reliability ( = .09). However,
since these items are true or false responses that most educators working with students would be
familiar with, it is expected that most participants would score most items correctly. Also, in an
ideal questionnaire, more than 50 true or false items would yield better reliability (Pamphlett,
2005). There were 44 participants (9.6% of the sample) excluded due to missing data on more
than one of the ten items on the pre-PAY. Meanwhile, on the post-PAY, 25 participants were
(5.4% of the sample) excluded due to missing data on more than one of the items. One item was
removed due to zero variance and indicates that the item was answered correctly by the majority
of participants (i.e., Less energy and interest in activities, change in appetite and weight, and
trouble sleeping can be signs of depression ). Seven participants did not respond to any of the
items on the pre-PAY, with six of those being administration/district staff. On average,
participants answered the mental health knowledge items correctly (M = .87, SD = .09) at prePAY and they increased their scores on average (M = .91, SD = .07) on post-PAY with little
variability in the scores among participants. Through a repeated measures ANOVA, change in
knowledge items were significant over time, F(1, 396) = 63.30, p = .00, with scores increasing
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on average by 0.04 with more participants answering mental health knowledge true and false
statements correctly.
The Evidence Based Practices (EBP) concept of the attitudes educator outcomes of the
pre-PAY consisted of four items ( = .83) found to be highly reliable and also highly reliable at
post-PAY ( = .84). Thirty-nine participants (8.5% of the sample) were excluded from the prePAY from missing data on more than one of the ten items. Twenty-two participants did not
respond to any of the items, with 19 of those being administration/district staff. On the post-PAY,
13 participants (2.8% of the sample) were excluded due to missing data on more than one item
and listwise deletion based on all the variables. On average, participants on the pre-PAY
answered with a varying agreement in the evidence based practices attitudes items (M = 3.55, SD
= .81). They increased their preparedness to engage in mental health support (M = 4.18, SD =
.61) at post-PAY. A repeated measures ANOVA indicated attitude items had significant
differences over time, F(1, 407) = 293.171, p = .000), with participants increasing their attitude
to provide mental health support by 0.63 from pre- to post-PAY.

Research Question 1b
To address these knowledge and attitude items, a repeated measures ANOVA was
conducted to determine if there were any significant differences in knowledge and attitude scores
overall and between educator groups (see Figure B2 and Figure B3). There were no significant
differences by educator role for knowledge items, F(2, 396) = 1.03, p = .358. A lack of an
interaction suggests that the pattern of change is not different across educator groups. However,
the attitude items had significant differences by educator role, F(2, 407) = 31.285, p = .000,
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which shows that school-based mental health staff had significantly higher scores (M = 4.49)
compared to school-based educators (M = 4.11) and administration/district staff (M = 4.04).

Research Question 1c
For the knowledge items, there was no significant interaction between role and time, F(2,
396) = .576, p = .58. Therefore, there were no differences in the rate of change between
educators in their knowledge outcomes. There was a significant interaction between role and
time in the attitude items, F(2, 407) = 5.425, p = .005, indicating that there were differences in
he a e of change be een ed ca o g o

a i de o come . School-based educators saw the

most improvements in attitudes from pre-PAY (M = 3.40) to post-PAY (M = 4.11).
Administration/district staff had similar rates of improvements from pre-PAY (M = 3.37) to postPAY (M = 4.04) while school-based mental health staff also had increased attitudes from prePAY (M = 4.03) to post-PAY (M = 4.49). School-based mental health staff had higher attitudes
scores at pre-PAY and at post-PAY then school-based educators and administration/district staff.
A post hoc comparison reported a significant difference between school-based educators and
school-based mental health staff attitude scores (p = .000) and school-based mental health staff
and administration/district staff attitude scores (p = .000). However, there was no significant
difference between school-based educators and administration/district staff attitude scores (p =
.618).
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Second Research Question
The second research question asked: Are there differences in attitudes, skills, aspirations,
and behavior outcomes between school-based educators, school-based mental health
staff, and administration/district staff prior to Y-MHFA?
To examine these questions, a one-way ANOVA (o a Welch ANOVA if failed Le ene
test of homogeneity of variances) was conducted where differences in attitudes, skills,
aspirations, and behavior scores were examined between the different educator groups. Table A5
includes descriptive statistics of each ed ca o g o

co e on a i de , kill , a i a ion , and

behavior items from the pre-PAY. Overall, attitude scores (M = 4.31, SD = .79) and direct mental
health support ALGEE skills (M = .84, SD = .22) were on average higher than average aspiration
scores (M = 3.97, SD = .62), culturally responsive practice behavior scores (M = 3.56, SD = .80),
evidence based skills scores (M = 3.39, SD = .88), professional development skills scores (M =
3.36, SD = 1.13), and access to professional development behavior scores (M = 3.19, SD = 1.01).
Similar to mixed ANOVA analyses, some assumptions need to be considered for valid
results. In this case, six assumptions need to be considered, including no significant outliers, the
dependent variables being normally distributed for each independent variable, and the
homogeneity of variances being checked using SPSS Statistics. The assumptions for the
dependent variable being a continuous variable (e.g., survey scores from each domain), the
independent variable consisting of two or more categorical groups (e.g., school-based educators,
school-based mental health staff, or administration/district staff), and the independence of
observations within and between groups have been met.
For the attitude scores, Le ene

e based on mean showed that the variances for

attitude outcomes at the pre-PAY were not equal, F(2, 419) = 2.599, p = .076. While the attitude
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items yielded some outliers, with some educators scoring lower, this is a natural part of the
population being studied and should still be included in the results for accurate interpretation.
For skills scores, Direct Mental Health Support based kill

iola ed he Le ene

= 21.261, p = .000, Professional Development Needs ba ed kill

e F(2, 377)

iola ed he Le ene

e F(2,

436) = 9.326, p = .000, and Evidence Based Practices (EBP) ba ed kill

iola ed he Le ene

test F(2, 422) = 3.709, p = .025. Fo he a i a ion

a

co e , Le ene

e

iola ed, F(2, 423)

= 4.086, p = .017. For the behavior scores, Culturally Responsive Practice based behaviors
a ed Le ene s test with scores at pre-PAY not being equal, F(2, 425) = 2.100, p = .124 and
Acce

o P ofe ional De elo men ba ed beha io al o a ed Le ene

e

i h co e no

being equal, F(2, 424) = 1.050, p = .351.

Attitudes Outcomes
The attitudes outcomes of the pre-PAY (i.e., School- and Community-Based Mental
Health Supports) consisted of four items ( = .85) found to be highly reliable. There were 60
participants (13.1% of the sample) excluded due to missing data on more than one of the seven
items. Twenty-eight participants did not respond to any items, with 26 participants being
administration/district staff. Participants answered on average that students have school and
community-based mental health supports attitude items (M = 4.31, SD = .79) with some
variability in the scores among participants. Scores amongst educators ranged from strongly
disagree (1) to strongly agree (6).
Amongst each educator group, there were six participants excluded from the schoolbased educators (2.7%), one participant from school-based mental health staff (.9%), and 30
participants from administration/district staff (24%) due to missing data. On average, school-
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based mental health staff (M = 4.39, SD = .64), school-based educators (M = 4.33, SD = .81), and
administration/district staff (M = 4.17, SD = .86) answered the attitude items with agreeing that
they believed that there were school and community mental health supports for their students.
Scores for school-based mental health staff were approaching strongly agree. These attitude
scores per educator group were overall close to a normal distribution, with skewness ranging
from -.17 to -.65 and kurtosis ranging from -.47 to .95. See Table A5 for information on each
educator group.
A one-way ANOVA was conducted to determine if there were any significant differences
in attitudes scores between educator groups. There were no significant differences by educator
role, F(2, 421) = 2.208, p = .111, indicating that these attitude scores were similar between
educator groups ranging from 4.17 to 4.39. Overall, all educators believed students were
supported by school and community mental health supports.

Skills Outcomes
Three pre-PAY concepts that represented skills outcomes, including Direct Mental Health
Support, Professional Development Needs, and Evidence Based Practices (EBP).
Direct Mental Health Support. The Direct Mental Health Support concept of the skills
outcomes consisted of five items ( = .69) found to be moderately reliable, approaching high
reliability. Seventy-nine participants (17.2% of the sample) were excluded due to missing data
on more than one of the five items. Meanwhile, 76 participants did not respond to any of the
items, with 48 of those being administration/district staff and 25 school-based educators. On
average, participants answered closer to using mental health ALGEE skills to support students
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(M = .84, SD = .22) with little variability in the scores among participants. Scores amongst
educators were on a yes or no scale.
Amongst each educator group, there were 26 participants excluded from the school-based
educators (11.5%), four participants from school-based mental health staff (3.7%), and 49
participants from administration/district staff (39.2%) due to missing data. On average, schoolbased mental health staff (M = .95, SD = .14), administration/district staff (M = .85, SD = .30),
and school-based educators (M = .78, SD = .20) answered these skill items with agreeing that
they have provided various mental health supports for their students. Direct mental health
support skills scores were variable, with skewness ranging from -.77 to -3.86 and kurtosis
ranging from .66 to 17.43. Specifically, school-based mental health staff scores should be
approached with caution due to the skewness of -3.86 and high kurtosis of 17.43. See Table A5
for further information.
A Welsh ANOVA was conducted instead of a one-way ANOVA to address these skills
items due to the failure of the homogeneity of variances assumption. A Welch ANOVA is also a
way to determine any significant differences in skills scores between educator groups. There
were significant differences by educator role, F(2, 172.126) = 37.033, p = .000, with schoolbased mental health staff having higher average scores (M = .95) on providing ALGEE skills.
Post hoc comparisons showed a significant difference between school-based educators and
school-based mental health staff in providing ALGEE skills for their students (p = .000). There
was also a significant difference between school-based mental health staff and
administration/district staff on their ALGEE skills (p = .016). There was no significant difference
between school-based educators and administration/district staff on their ALGEE skills (p =
.197).
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Professional Development Needs. The Professional Development Needs concept of the
skills outcomes consisted of four items ( = .92) found to be highly reliable. There were 24
participants (5.2% of the sample) excluded due to missing data on more than one of the four
items. There were 22 participants that did not respond to any of the items, with 19 of those being
administration/district staff. On average, participants were neutral in their mental health skills
from professional development (M = 3.36, SD = 1.13), with some variability in the scores among
participants ranging from disagreeing and agreeing to have these skills. Scores amongst
educators ranged from strongly disagree to strongly agree.
Amongst each educator group, there were two participants excluded from the schoolbased educators (>1%), two participants from school-based mental health staff (1.9%), and 16
participants from administration/district staff (12.8%) due to missing data. On average, schoolbased mental health staff (M = 4.14, SD = .83) answered agreeing to have mental health skills
from professional development. Administration/district staff (M = 3.14, SD = 1.23) and schoolbased educators (M = 3.09, SD = 1.03) answered neither agreeing nor disagreeing that they had
mental health skills from professional development with some variability between disagreeing,
neither agreeing nor disagreeing, and agreeing. Professional development needs skills scores
were overall close to a normal distribution with skewness ranging from -.23 to -1.19 and kurtosis
ranging from -.36 to 1.47. See Table A5 for further skewness and kurtosis statistics.
A Welsh ANOVA was conducted instead of a one-way ANOVA due to failure of the
homogeneity of variances assumption to determine if there were any significant differences in
skills scores between educator groups. There were significant differences by educator role, F(2,
229.187) = 53.566, p = .000, indicating that school-based mental health staff have significantly
higher professional development needs skills (M = 4.14) than the other educator groups. Post hoc
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comparisons showed a significant difference between school-based educators and school-based
mental health staff in providing professional development-based skills for their students (p =
.000). There was also a significant difference between school-based mental health staff and
administration/district staff on their professional development-based skills provided to students
(p = .000). There was no significant difference between school-based educators and
admini

a ion/di ic

aff

co e (p = .939).

Evidence Based Practice (EBP). The EBP concept of the skills outcomes consisted of
five items ( = .90) found to be highly reliable. Forty-nine participants (10.7% of the sample)
were excluded due to missing data on more than one of the five items. There were 21 participants
that did not respond to any of the items, with 17 of those being administration/district staff. On
average, participants neither agreed nor disagreed having evidence based mental health skills (M
= 3.39, SD = .88), with some variability in the scores among participants ranging from
disagreeing and agreeing to have these skills. Scores amongst educators ranged from strongly
disagree to strongly agree.
Amongst each educator group, there were five participants excluded from the schoolbased educators (2.2%), three participants from school-based mental health staff (2.8%), and 26
participants from administration/district staff (20.8%) due to missing data. On average, schoolbased mental health staff (M = 3.92, SD = .72) answered close to agreeing that they had evidence
based mental health skills. Administration/district staff (M = 3.25, SD = .92) and school-based
educators (M = 3.20, SD = .82) answered neither agreeing nor disagreeing that they had evidence
based mental health skills with some variability between disagreeing, neither agreeing nor
disagreeing, and agreeing. EBP scores were relatively normally distributed with skewness
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ranging from -.14 to -.48 and kurtosis ranging from -.12 to .19. See Table A5 for further
information.
A Welsh ANOVA was conducted instead of a one-way ANOVA due to the failure of the
homogeneity of variances assumption in these skills scores. There were significant differences
by educator role, F(2, 213.571) = 33.977, p = .000, with school-based mental health staff having
significantly higher professional development needs skills (M = 3.92). Post hoc comparisons
showed a significant difference between school-based educators and school-based mental health
staff in providing evidence-based skills for their students (p = .000). There was also a significant
difference between school-based mental health staff and administration/district staff on their
evidence-based skills provided to students (p = .000). There was no significant difference
between school-based ed ca o and admini a ion/di ic

aff

co e (p = .883).

Aspirations Outcomes
The EBP concept of the aspirations outcomes consisted of two items ( = .44) found to
have low reliability, and therefore, results should be approached with caution. However, since
there are only two items, it is expected that scores would not be very reliable. There were 33
participants (7.2% of the sample) excluded due to missing data on both items. On average,
participants were neutral about their willingness or aspirations to learn new skills and the
importance of evidence-based skills (M = 3.97, SD = .62), leading toward agreement with some
variability in the scores among participants ranging from disagreeing and agreeing to have
mental health learning aspirations. Scores amongst educators ranged from strongly disagree to
strongly agree.
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Amongst each educator group, there were five participants excluded from the schoolbased educators (2.2%), five participants from school-based mental health staff (4.6%), and 23
participants from administration/district staff (18.4%) due to missing data. On average, schoolbased mental health staff (M = 4.08, SD = .58) answered agreeing on their aspirations to learn
new skills and the importance of evidence based mental health skills. School-based educators (M
= 3.97, SD = .59) and administration/district staff (M = 3.87, SD = .68) answered neutrally to
aspirations to learn mental health skills with some variability between disagreeing, neither
agreeing nor disagreeing, and agreeing. Aspiration scores were close to normal distributions with
skewness ranging from -.18 to .18 and kurtosis ranging from -.41 to .81. See Table A5 for further
information on each ed ca o g o

a i ic .

There was failure of the homogeneity of variances assumption and therefore, a Welsh
ANOVA was conducted to determine significant differences between educator groups. There
were no significant differences by educator role, F(2, 209.842) = 3.003, p = .052, indicating that
all educator groups had similar aspirational scores at pre-PAY.

Behavior Outcomes
Two concepts from the pre-PAY represent skills outcomes, including Culturally
Responsive Practice and Access to Professional Development (Training, Resources and
Coaching).
Culturally Responsive Practice. The Culturally Responsive Practice concept of the
behavior outcomes consisted of four items ( = .88) found to be highly reliable. Forty
participants (8.7% of the sample) were excluded due to missing data on more than one of the
four items. On average, participants answered closer to using culturally responsive practice to
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support students (M = 3.56, SD = .80) with little variability in the scores among participants.
Scores amongst educators were from strongly disagree to strongly agree.
Amongst each educator group, there were three participants excluded from the schoolbased educators (1.3%), three participants from school-based mental health staff (2.8%), and 25
participants from administration/district staff (20%) due to missing data. On average, schoolbased mental health staff (M = 3.91, SD = .63), administration/district staff (M = 3.48, SD = .75),
and school-based educators (M = 3.42, SD = .85) answered these behavior items with neither
agreeing nor disagreeing that they participate in culturally responsive practice. Culturally
responsive practice behavior scores were fairly normally distributed, with skewness ranging from
-.79 to .09 and kurtosis ranging from -.77 to 1.15. See Table A6 for further information.
A one-way ANOVA was conducted to determine if there were any significant differences
in behavior scores between educator groups. There were significant differences by educator role,
F(2, 427) = 14.560, p = .000, with school-based mental health staff having increased cultural
responsive practice (M = 3.91). Post hoc comparisons showed a significant difference between
school-based educators and school-based mental health staff (p = .000) and school-based mental
health staff and administration/district staff (p = .000) in culturally responsive practice. There
was no significant difference between school-based educators and administration/district staff on
their culturally responsive practice (p = .796).
Access to Professional Development (Training, Resources and Coaching). The
Access to Professional Development (Training, Resources and Coaching) concept of the
behavior outcomes consisted of four items ( = .95) found to be highly reliable. Forty-nine
participants (10.7% of the sample) were excluded due to missing data on more than one of the
four items. On average, participants answered closer to using professional development-based
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behaviors to support students (M = 3.19, SD = 1.01) with some variability in the scores among
participants. Scores amongst educators were from strongly disagree to strongly agree.
Amongst each educator group, there were five participants excluded from the schoolbased educators (2.2%), five participants from school-based mental health staff (4.6%), and 22
participants from administration/district staff (17.6%) due to missing data. On average, schoolbased mental health staff (M = 3.68, SD = .87), administration/district staff (M = 3.12, SD =
1.04), and school-based educators (M = 3.00, SD = .98) answered these behavior items with
neutral use of professional development-based behaviors to support students. School-based
mental heal h aff

co e

e ea

oaching ag eeing i h

o iding professional

development-based behaviors. Access to professional development scores were overall close to a
normal distribution with skewness ranging from -.66 to -.18 and kurtosis ranging from -.33 to
.65. See Table A6 for further information.
A one-way ANOVA was conducted to determine any significant differences in behavior
scores between educator groups. There were significant differences by educator role, F(2, 426) =
18.037, p = .000, with school-based mental health staff having significantly higher professional
development use to support students (M = 3.68). Post hoc comparisons showed a significant
difference between school-based educators and school-based mental health staff (p = .000) and
school-based mental health staff and administration/district staff (p = .000) in professional
development-based behavior. There was no significant difference between school-based
educators and administration/district staff on their professional development-based behavior (p =
.487).

Third Research Question
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The third research question asked the following: Are there indications of future
aspirations of using learned Y-MHFA principles post-YMHFA for school-based mental health
staff and school-based educators compared to administration/district staff?
For the third question, a one-way ANOVA (o a Welch ANOVA if failed Le ene test of
homogeneity of variances) was conducted where differences in attitudes scores were examined
between the different educator groups. Table A6 includes descriptive statistics of each educator
go

co e on a i de i em f om he o -PAY. Overall, aspiration scores (M = 4.56, SD =

.65) were towards agreeance in having future aspirations of using Y-MHFA and further mental
health trainings. The average scores ranged from strongly disagree to strongly agree.
In this case, six assumptions need to be considered, with the assumptions for no
significant outliers, the dependent variables being normally distributed for each independent
variable, and the homogeneity of variances being checked using SPSS Statistics. The
assumptions for the dependent variable being a continuous variable (e.g., survey scores from
each domain), the independent variable consisting of two or more categorical groups (e.g.,
school-based educators, school-based mental health staff, or administration/district staff), and the
independence of observations within and between groups have been met.
For the aspiration co e , Le ene

e ba ed on mean ho ed ha he a iance fo

aspiration outcomes at the post-PAY could not be proven that they were not equal, F(2, 454) =
8.924, p = .000. While the aspiration items yielded some outliers, with some educators scoring
lower, this is a natural part of the population being studied and should still be included in the
results for accurate interpretation.
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Aspirations Outcomes on post-PAY
The Attitudes towards Role of Mental Health in Schools, and Mental Health Trainings
concept of the aspirations outcomes of the post-PAY consisted of two items ( = .83) found to be
highly reliable. Two participants were excluded due to missing data on the two items. On
average, participants agreed with their willingness to participate in future mental health trainings
and the likelihood of recommending Y-MHFA to colleagues (M = 4.56, SD = .65) with some
variability in the scores among participants. Scores amongst educators ranged from strongly
disagree (1) to strongly agree (6).
Amongst each educator group, there was one participant excluded from the school-based
educators and one participant from administration/district staff due to missing data. On average,
school-based mental health staff (M = 4.69, SD = .52), school-based educators (M = 4.61, SD =
.56), and administration/district staff (M = 4.34, SD = .81) answered the aspiration items with
agreeing that they were willing to participate in more mental health trainings and recommend so
for others as well. Scores for school-based educators and school-based mental health staff were
approaching strongly agree. Overall, these aspiration scores were not normally distributed, with
skewness ranging from -1.86 to -1.37 and kurtosis ranging from 1.35 to 3.26. Specifically,
school-based mental health staff and administration/district staff scores should be cautioned due
to their high skewness and kurtosis. See Table A7 for further information on each educator
group.
Since there was failure of the homogeneity of variances assumption, A Welsh ANOVA
was conducted instead of a one-way ANOVA to examine if there were significant differences in
aspiration scores between educator groups. The Welch test of equality of means yielded
significant results, F(2, 235.272) = 7.980, p = .000, showing significant differences by educator
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role at post-PAY with school-based mental health staff having higher aspiration scores (M =
4.69). Post hoc comparisons showed a significant difference between school-based educators and
administration/district staff (p = .004) and school-based mental health staff and
administration/district staff (p = .000) in their aspirations to continue learning through mental
health trainings and recommend so for others. There were no significant differences between
school-based educators and school-based mental health staff scores (p = .379).

Fourth Research Question
The fourth research question asked the following: Do participants' perceptions of the
applicability of Y-MHFA relate to their abilities to address mental health in youth?
For the fourth question, qualitative questions on the post-PAY were included to provide
context for the quantitative results. Thematic analyses included the process of identifying,
analyzing, and interpreting overall patterns of meaning, or themes, in the data (Braun & Clarke,
2008). To examine program acceptability and feasibility, the author searched responses by
educators that provided a more in-depth understanding of the Y-MHFA. The author also
searched for educator responses related to knowledge, attitude, skills, aspirations, behaviors, and
future implications. Thus, the author determined themes based on written responses surrounding
KASAB and program acceptability and feasibility. Salient quotes to the author on Y-MHFA
applicability were extracted and discussed from each open-ended question. Since the author
conducted thematic analyses alone without the use of inter-coder reliability, these results are
preliminary results on the open-ended responses.
When addressing the first open-ended response question (i.e., What was the most useful
part of this training?), 21 participants did not respond, and eigh
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a ici an an

e ed N/A o

an e i alen (e.g., no

ef l

I ha e no con ac

ih

den

). When add e ing he econd

open-ended response question (i.e., What was the least useful part of this training?), 101
participants did not respond and 263 participants
was all useful,

i

ho an

e ed N/A o an e i alen (e.g., i

a all hel f l ). When add e ing he hi d o en-ended response question

(i.e., What changes, if any, would you suggest for future teacher trainings?), 88 participants did
not respond, and 202 a ici an

ho an

e ed N/A o an e i alen (e.g., no changes,

Nothing! All was very good! ). When add e ing he fo

h o en-ended response question (i.e.,

How might you use what you learned today in your teaching, interactions with students, and
other aspects of your role(s) at your school in which you have opportunities to support youth
mental health?), 62 participants did not respond and 27 a ici an
equi alen (e.g., unknown,

ho an

e ed N/A o an

N/A - work at district not with students ).

Overall, for the first open-ended response (i.e., What was the most useful part of this
training?), participants indicated specific aspects of the training as useful, including watching the
videos, learning the ALGEE steps, going through scenarios, and the resources provided by YMHFA. Concerning knowledge outcomes, participants commonly learned about mental
di o de (i.e., O e ie of he mo common men al di o de

) and

icide ( Knowing that

icide i one of he leading ca e of dea h ). A participant described Y-MHFA as providing
a licable kill fo hel ing child en and aid, Lea ning ho
if he e i

o in e ac

i h child en o find o

ome hing going on i h hem. Participants indicated using resources to practice and

inc ea e ed ca o men al heal h beha io (i.e., Recei ing a li of e o ce o con ac fo
men al heal h. The book a e al o a g ea e o ce. ). A participant provided a takeaway for this
question that was more about how Y-MHFA impacted the way they looked at mental health
support to youth that was impactful to the overall aims of this current study. This participant
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said, That this is all of our responsibility; to ensure we are appropriately trained to meet the
needs of our students and each other as professionals and as a community.
For the second open-ended response (i.e., What was the least useful part of this
training?), most participants indicated that all of the training was useful. Of the few participants
who responded to this question, most mentioned the length of the course and applicability for
certain educators. Participants describing the length of the training as a weakness is supported by
research on effective professional development, including continual learning to help facilitate
long-term use of professional learning (Castillo et al., 2018; Fixsen et al., 2005). Multiple
educators mentioned Y-MHFA no being a

ef l fo hei

counselor there was not a lot of new information,

o i ion (i.e., J

Being a men al heal h

ha a a chool
ofe ional ome of i

a ed ndan . ). A participant described the manual as the least useful part due to the lack of
incorporation throughout Y-MHFA ( I m
didn

e I ill dig in o he book la er, but we really

ili e i d ing he aining ), hich co ld be a hel f l ada ion made fo f

e men al

health trainings.
When considering the third open-ended response (i.e., What changes, if any, would you
suggest for future teacher trainings?), most participants did not indicate any proposed changes.
When participants did provide suggestions to improve future trainings, they commonly suggested
continual

ofe ional lea ning and

aining a ge ing
f

i hin o

di

he follo -

ic , con in ed PD o

o

ni ie going

he ). Another essential suggestion provided by participants was wanting more incorporation

of c l
ada

ecific / o ocol

ac ice in men al heal h aid (i.e., F

al con ide a ion (i.e., Mo e info ma ion on

ecific c l

e ice /comm nica ion/e c. acco dingl . Inco o a e c l
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al diffe ence and ho

o

al diffe ence in o ole la . ).

For the fourth open-ended response (i.e., How might you use what you learned today in
your teaching, interactions with students, and other aspects of your role(s) at your school in
which you have opportunities to support youth mental health?), educators commonly considered
aspects of Y-MHFA for their future practice. Although some educators did not indicate how they
would use what they learned from the training to support mental health in youth, most educators
provided important components of Y-MHFA and future applicability. A common response from
educators was that they learned the mental health signs/symptoms to be aware of and were
aspired o

o ide aid o o h (i.e., I can be e iden if

who needs it,

I am mo e

m life/comm ni

e a ed o

a ning ign and o ibl hel a child

o ide men al heal h first aid to children and adults in

).
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CHAPTER V: DISCUSSION

Y-MHFA is an international training program designed to educate adults on how to help
youth who are experiencing mental health challenges, substance abuse, and/or are in crisis
(NCBH, 2016). Specifically, the training is designed for school staff, practitioners, parents,
caregivers, and any other individuals who have interactions with youth between the ages 12-18
(Aakre et al., 2016; Gryglewicz et al., 2018; Jorm, 2000; Kitchener & Jorm, 2002). Y-MHFA is
considered a primary evidence-based practice for mental health awareness training in youth
(Haggerty et al., 2019). Research has supported the effectiveness of Y-MHFA with a variety of
student ages and backgrounds (Jorm et al., 2010). However, Y-MHFA is a training that does not
have evidence to support its long-term effectiveness and use of mental health support to youth
(Sánchez et al., 2020). This study evaluated the role of Y-MHFA in mental health knowledge,
attitudes, skills, aspirations, and behaviors for various educators (i.e., school-based educators,
school-based mental health staff, and administration/district staff). Ethical considerations and
potential study limitations were taken into consideration.
Overall, the combined group of educator participants showed improvement in knowledge
and attitude scores from pre- to post-PAY. Knowledge scores from pre- (M = .87) to post-PAY (M
= .91) displayed similar improvements across educator groups. Educators may have had
somewhat limited gains due to high scores on knowledge outcomes at pre-PAY. However,
previous research showed educators increased mental health knowledge after six months (Jorm et
al., 2010). Jorm et al. (2010) also utilized questionnaires, but there were 21 questions assessing
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mental health knowledge taught in Y-MHFA. Future research should assess the use of different
types of data (e.g., observations, interviews) in addition to questionnaires to examine schoolbased educators and administration/district staff outcomes. Attitude scores, on average, increased
from neutral (M = 3.55) to agreement (M = 4.18) to preparedness to provide mental health
support. Attitude scores from pre- to post-PAY significantly increased for school-based educators
and administration/district staff groups. Prior research also had similar findings with educators
having improvements in mental health attitude and beliefs after Y-MHFA (Jorm et al., 2010;
Kidger et al., 2016). On average, these educators continued to neither agree nor disagree on
being prepared to engage in mental health support for students. These results are consistent with
extant research indicating little to no change from Y-MHFA on teachers' skills in providing
mental health support to students (Jorm et al., 2010). The findings are not consistent with
research on support staff (e.g., administrators) having improvements with being able to provide
strategies, particularly significantly larger change scores for staff that had never talked to
students about mental health concerns before Y-MHFA (Gryglewicz et al., 2018). Further
research is needed on KASAB outcomes for school-based educators and administration/district
staff post Y-MHFA.
On the pre-PAY, educators scored higher on direct mental health support skills on
delivering ALGEE skills to students (M = .84) and believing that their schools and communities
provided needed mental health support (M = 4.31). However, educators did not have adequate
professional development skills (M = 3.36) and access to professional development behavior
scores (M = 3.19). Effective professional development, such as Y-MHFA, and evaluation of
continued professional learning is key to educator mental health behaviors that support youth
(Hirsh, 2009; Kratochwill et al., 2007). Future research should examine professional learning
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skills and behaviors, in addition to and including Y-MHFA, which can improve educator mental
health support of youth.
Participants found Y-MHFA gene all
ef e he e e

ef l i h ome

gge ed change (i.e.,

gge

ea ) eflec ing he e ea ch li e a ure on effective professional development.

Participants describing the length of the training as a weakness is supported by research on
effective professional development, including continual learning to help facilitate long-term use
of professional learning (Castillo et al., 2018; Fixsen et al., 2005). Future research should look
into the efficacy and long-term learning from mental health trainings that provide more ongoing
support for educators. Another impactful change suggested to Y-MHFA (i.e., alk more about
c l

al diffe ence and a

o co e ) al o eflec

he im o ance of c l

e and di e i

considerations in mental health trainings for youth. Although Y-MHFA has research to support
its use for servicing multicultural communities (Morawska et al., 2013), it is still crucial to
continuously adapt trainings to current diverse youth. Incorporating culturally responsive
practice in mental health is essential for diverse youth to receive effective and applicable services
(Ruiz-Casares, 2014). Future research should address and include culture and diversity
considerations in Y-MHFA and other related evidence-based mental health trainings for
educators.
Overall, there was the most data loss (e.g., N/A o no providing responses) with the
administration/district staff group. Data loss could have resulted from either
administration/district staff not knowing how to answer questions regarding mental health
support to students and/or administration/district staff not finding the questions to apply to their
role as educators. Also, administration/district staff did not have as much growth in their learning
(e.g., knowledge and attitude outcomes from pre- to pay-PAY) or as high of outcomes (e.g.,
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aspiration outcomes on the post-PAY) as other educators. Therefore, administration/district staff
did not gain as much growth in supporting mental health for youth. Although Y-MHFA does
overall promising gains in educators mental health literacy (Sánchez et al., 2020), there is no
mention of the role of specific educators in providing youth mental health support. Future
research should consider making mental health trainings more applicable for administrators and
district staff. Future research should also consider making more generalized questionnaires with
more specific questions for specific groups of educators to target their mental health role,
experience, and skill set.
Although knowledge outcomes from pre-to post did improve amongst all educator
groups, there was low reliability between the knowledge items. Therefore, future research should
consider adding more response options (i.e., strongly disagree to strongly agree) and applicable
knowledge items to improve internal consistency reliability. Aspiration items in the pre-PAY also
had low reliability due to their only being two items that were not directly related to the other.
Although there was high reliability of aspiration items in the post-PAY, there were still only two
i em foc ed on ed ca o

f

e illingne

o con in e lea ning about mental health and

recommending so for other educators. Future research should include more items targeting
educator aspirations towards mental health deliverance.
In the research literature on Y-MHFA and in this study, there was a greater focus on
educator knowledge and attitude outcomes and the extent of change in knowledge and attitudes
(Sánchez et al., 2020). Future research could implement a pre- and post-survey that allows all
KASAB educator outcomes to be measurable over time (e.g., same KASAB items on the presurvey, post-survey, and one-year follow-up) to examine long-term effects of Y-MHFA.
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School-based mental health staff performed the best out of all groups on multiple
KASAB outcomes, such as providing various mental health supports (i.e., skills), willingness to
learn new skills and believing importance of evidence based skills (i.e., aspirations), and
participating in culturally responsive practice (i.e., behavior). These scores have statistical and
practical significance with improved change in mental health knowledge and attitudes as one of
the main factors of Y-MHFA and of educator professional learning (i.e., KASAB outcomes;
Killion, 2008). Although Y-MHFA i de igned fo
co n elo , o h g o

eache , chool aff, coaches, camp

leade , a en , and eo le ho o k i h o h (Na ional Co ncil

for Mental Health, 2021), school-based mental health staff are expected to have a high level of
mental health knowledge and skills. Therefore, although school-based mental health staff have
higher scores than the other educator groups, there are other factors (e.g., previous experience
providing mental health services, degrees and certifications in mental health related fields) that
impact improvements in their mental health support to youth aside from Y-MHFA (Aakre et al.,
2016; Gryglewicz et al., 2018).

Implications for practice
With overall gains across educator groups, Y-MHFA may provide vital information for
educators on the importance of helping and how to provide mental health support to youth. With
school-based mental health staff, such as school psychologists and school counselors, having the
most improvements and highest mental health knowledge, attitudes, aspirations, skills, and
behaviors, Y-MHFA could be considered as a way to review information on mental health and
current mental health trends for youth. However, school-based mental health staff indicated that
Y-MHFA a mo e of a

ef e he

aining on kill and beha io
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he al ead engage in as a

part of their role in the schools. Thus, school-based mental health staff, including school
psychologists, would benefit from refreshers of current mental health knowledge and strategies
throughout their careers. There were high improvements in mental health knowledge and
preparedness to engage in mental health delivery for school-based educators (i.e., teachers) and
administration/district staff (i.e., principals). To support further improvements, school-based
educators and administration/district staff would benefit from Y-MHFA and additional mental
health trainings that apply to their roles in the school, are supportive of their continual learning,
and incorporate evaluation of mental health behavior over time. Schools should incorporate more
professional development opportunities annually to encourage long-term mental health support
from school-based educators and administration/district staff, such as refreshers and jobembedded coaching (Castillo et al., 2018; Fixsen et al., 2005).

Limitations
There are several sampling limitations associated with this study. First, the research team
used a convenience sample to obtain participants for this study. The researchers used their
judgment to select educators or districts that represented the intended population for the survey.
Due to the need for data collection with the SAMHSA grant, a sample of educators close to the
area of the researchers was instrumental. However, efforts were made to recruit a diverse sample
in geographic location and district or school-level demographics. Also, due to a convenience
sample, participants within the same school were likely to participate in the study. Thus,
participants in the same school are more likely to respond the same way, so the results cannot be
considered fully independent observations. Since educators worked in many schools in the
district (see Table A5), there was no need to account for nesting within the participants.
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Second, survey inflexibility through Likert scales can influence the results (Chimi &
Russell, 2009). The nature of surveys is that they are typically very strict on saliency, specifically
quantitative surveys. Thus, inferences and conclusions from Likert scale data can be impeded by
the set of items and responses. Likert scales also do not account for misinterpretations of
items/responses (e.g., participants who know about the subject of study yet do not have an
answer) or participants who do not have sufficient knowledge or experience to respond (Chimi &
Russell, 2009). However, the post-PAY includes four qualitative questions to improve ed ca o
saliency and quality of responses.
Third, the author conducted thematic analysis without other members of the research
team and inter-coder reliability could not be examined. The author solely interpreting and
anal ing he a ici an

e on e co ld ha e led to bias in reported results. There could be

different interpretations and themes found in the data with the addition of other coders. However,
he a ho

perspective and interpretations of the data is unique from the impact from their (1)

worldview as a school psychology graduate student and (2) experiences as a Y-MHFA recipient
and instructor.
The surveys were initially to be facilitated specifically with teachers. Therefore, most of
the PAY i em

e e ailo ed o a d eache

e

e ience in hei chool and add e

eache

points of view. Since Y-MHFA was in demand for all school staff and was available to any
school staff registered, the researchers had no control over the educators included in the study.
However, the research team still administered the PAY to all participants because items were
relevant to Y-MHFA and applicable to the role and experiences of all educators.
Although the PAY was adapted from a research-based survey by Romer et al. (2018)
titled Mental Health Knowledge, Services, and Professional Development Survey, the research
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team did not pilot the PAY in its entirety, or the adaptations made. Therefore, the assumption of
bo h

e

alidi

a ba ed on he e ea ch eam kno ledge in men al heal h, Y-MHFA,

and adherence to providing adaptations as similar to the original survey.
When assessing effective professional learning regarding the domain of behavior, Joellen
Killion (2008) define beha io a

con i en a lica ion of kno ledge and kill . Since he

PAY was to be directly assessed before and immediately after participants receive their YMHFA, the author cannot assess direct behavior change through the pre- and post-PAY alone.
However, the PAY items assessing prior mental health training(s) experienced and experiences
with evidence-based practices can provide an initial indication of previous educator behavior in
providing mental health supports.

E

ca C

de a

This study does not pose more than minimal risk to human subjects. Each participant
viewed a physical paper version of the consent letter (See Appendix) that included a description
of the study, what the participants would be asked to do, and assurance that their responses
would remain anonymous. By continuing the survey, they were consenting to participation. The
research team monitored the study demographics during the recruitment phase, and more
targeted efforts were taken to represent various demographic features better, as needed. Finally,
the Institutional Review Board (IRB) at the University of South Florida provided approval of the
national pilot study through the exemption of the study. Although the IRB exempted the pilot
study, a consent form was still presented to participants before participation in the study to
provide them with additional information about the study and to allow them to decide whether
they wanted to participate or not willfully.
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Appendix A: Supplemental Tables
Table A1
Mental Health First Aid (MHFA) Versions and Adaptations in Research
MHFA
version/adaption

Location

Population

Community
Characteristics

MHFA

South Wales,
Australia

Public/Community
members, Farmers,
Advisory and
Extension Agents
(AEAs)

Rural

Canberra, Australia

Government
employees

Urban

Victoria, Australia

Football club leaders

Urban

United States

Residential advisors
(RAs) on college
campuses

Rural/Urban

University of Sydney, Pharmacy students
Australia

Urban

Queensland,
Australia

Adult community
members

Urban

Kansas, United States

Educators, law
enforcement, EMT,
dispatch, faith based
organization, etc.

Rural

West Sweden

Staff from the social
insurance agency,
employment
agencies, social
services, schools, etc.

Urban/Rural

England

Fire service line
managers

Urban/Rural
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Table A1 (Continued)

MHFA (Vietnamese
adaptation)
MHFA (Chinese
adaptation)
MHFA (modified
for teachers)
Scottish Mental
Health First Aid:
Young People

Ontario, Canada

University student
affairs staff

Urban/Rural

Australia

Mental health
personnel

Urban/Rural

Sweden

Health professionals

Urban/Rural

United States

Bhutanese refugee
community

Urban/Rural

New Mexico, United
States

Personnel in mental
health addictions,
public health, social
services, etc.

Urban/Rural

Perth, Western
Australia

University nursing
students

Urban/Rural

Pakistan

Employees of the
AMAN Foundation

Rural

Large Australian
university

Undergraduate
nursing students

Urban

Australia

Pharmacy students at
the University of
Sydney

Urban

Southeastern city in
United States

Community-based
workers at university

Urban

Hong Kong, China
Melbourne, Australia

Nursing students
Vietnamese
community
Chinese community

Urban
Urban

Teachers of middle
years (i.e., grades 810, ages 12-15)
Adults in contact
with young people
ages 11-17

Urban/Rural

Melbourne, Australia
South Australia
Edinburgh, Scotland
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Urban

Urban

Table A1 (Continued)
Gatekeeper-training
program (based on
MHFA)
MHFA Lite

Hokkaido, Japan

Administrative staff
at Hokkaido
University
Nursing students at
Coventry University
Community first
responders (CFRs)
Community-based
workers

Urban

Military MHFA

United States

Mental Health
Literacy Course
(adapted from
MHFA)
2-H Suicide
Prevention Program
(adapted from
MHFA)
MHFA eLearning
Course

Western Sydney,
Australia
Kyoto, Japan

Medical staff at
Kyoto University
Hospital

Urban

Nottingham, England

Medical students at
the University of
Nottingham
Indigenous
communities
Adult community
members

Urban

MHFA First
Nations course
Y-MHFA

Canada

Queensland,
Australia

Adult community
members

Urban

England

Adults working in
schools, colleges,
clubs, and other
venues for
adolescents

Urban

Maryland, United
States

Social service
employees

Urban

Maryland, United
States

Graduate social work
students

Urban

Victoria, Australia

Third year social
work students

Urban

Coventry, England

Victoria, Australia
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Urban
Rural
Urban

Urban/Rural
Urban

Table A1 (Continued)

teen MHFA
(tMHFA)

Michigan, United
States

Mental health
workforce and nonmental health
workforce members

Urban/Rural

United States
Australia

School personnel
Students ages 14-18

Urban/Rural
Urban/Rural

Note. Information consolidated from NCBH (2019) and retrieved from
https://www.mentalhealthfirstaid.org/cs/wp-content/uploads/2013/10/2018-MHFA-ResearchSummary.pdf
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Table A2
Participant Demographic Information
Individual-level variables

N

Percent

Gender
Female

378

82.3

Male

80

17.4

Unreported

1

0.2

White

379

83

Hispanic

43

9.4

Black

21

4.6

Multicultural

8

1.7

Other

8

1.7

215

46.8

deg ee

113

24.7

A ocia e deg ee

39

8.4

High school diploma or GED

35

7.6

1 year of college beyond a graduate degree

29

6.3

Doctorate degree

8

1.7

Some other degree (e.g., Ed.S., Psy.S., technical degree, some college)

18

3.9

Did not complete high school

2

0.4

Teachers

210

45.8

Counselors

51

11.1

Administration

41

8.9

Social Workers

17

3.7

District Personnel/Student Support Programs and Services (SSPS)

15

3.3

Race/Ethnicity

Level of Education
Ma e

deg ee

Bachelo

Position
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Table A2 (Continued)
Nurses

13

2.8

Student Support Staff

12

2.6

School Psychologists

9

2.0

Speech Language Pathologists (SLPs)

8

1.7

Instructional/Career coaches

6

1.3

Student services

4

0.9

Teacher aids/instructional assistants

4

0.9

Technician/cybersecurity

4

0.9

Behavior specialists

2

0.2

Occupational therapist

1

0.2
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Table A3
Pre- and post-PAY items matched with KASAB and Research Questions
PAY

Concept

prePAY

Mental
Health
Knowledge

Item
number
10
11
12
13
14
15
16
17
18
19

Direct
Mental
Health
Support
School- and
CommunityBased
Mental
Health
Supports

21
22
23
24
25
26
27
28
29
30
31

Item

KASAB

There are things you can do to make sure your
students are mentally healthy.
Less energy and interest in activities, change
in appetite and weight, and trouble sleeping
can be signs of depression.
Anxiety is one of the most common types of
mental health problems in teens.
Youth with mental health problems are never
happy.
Youth who are happy are more likely to fail in
school.
With help, most children and youth who have
mental health problems get well and stay well.
Many types of mental health problems run in
families.
Suicide is a leading cause of death among
youth 10 years and older.
Eating disorders can lead to death.
Use of alcohol or other drugs increases the risk
of suicide or harm.
Spend time listening to their problem
Help to calm them down and give re-assurance
Talk to them about self-harm or suicidal
thoughts
Encourage appropriate professional help
Encourage self help
Teachers at our school know how to talk to
student about their feelings.
It is easy for students to talk to teachers at our
school when they have problems such as
feelings or getting along with others.
Teachers at our school care about students.
Students have someone they can talk to when
they have a problem.
Students have an adult at school they can talk
to when they have a problem.
Students have someone outside of school that
they can talk to if they or a friend of theirs has
a problem.

Knowledge

Research
Question
1

Knowledge

1

Knowledge

1

Knowledge

1

Knowledge

1

Knowledge

1

Knowledge

1

Knowledge

1

Knowledge
Knowledge

1
1

Skill
Skill
Skill

2
2
2

Skill
Skill
Attitude

2
2
2

Attitude

2

Attitude
Attitude

2
2

Attitude

2

Attitude

2
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Table A3 (Continued)
32
Professional 33
Development
Needs
34
35
36
Evidence
Based
Practices
(EBP)

37
38
39
40
41
42
43
44

45
46
47

In our school, students receive timely access to
a continuum of mental health supports.
I received formal training in strategies for
identifying and implementing evidence-based
practices
Identify students in need of Tier 2 mental
health services (e.g., early identification of
who is at risk)
Provide Tier 1 mental health services (e.g.,
teach social emotional skills, create positive
environments)
Identify students in need of Tier 3 mental
health services (e.g., assessment to
individualize intervention)
When selecting an intervention, I consider its
prior evidence of effectiveness.
I know where to find out about programs and
practices that are evidence-based.
I know how to select an evidence-based
program centered on the needs of youth I
serve.
I can identify an evidence-base for each of the
practices I use.
I feel that schools should be involved in
addressing the mental health issues of
students.
I feel that I have the level of knowledge
required to meet the mental health needs of my
students.
I feel that I have the skills required to meet the
mental health needs of my students.
I feel I have adequate cultural knowledge and
communication/interpersonal skills to meet the
mental health needs of my culturally diverse
students.
I am willing to try new practices even if they
are very different from what I am used to
doing.
I believe evidence-based practice is more
important than professional experience.
I have integrated the use of evidence-based
practices with the youth I serve.
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Attitude

2

Skill

2

Skill

2

Skill

2

Skill

2

Skill

2

Skill

2

Skill

2

Skill

2

Attitude

1

Attitude

1

Attitude

1

Attitude

1

Aspiration

2

Aspiration

2

Skill

2

Table A3 (Continued)
Culturally
Responsive
Practice

48

When selecting evidence-based practices, I
consider the culture of the participants within
effectiveness studies.

Behavior

2

49

I facilitate family and youth input in local
selection and modifications to programs.
I adjust practices and interpersonal
communication to the cultural differences of
others.
I modify an intervention in consideration of
m o la ion c l e and demog a hic .
To what degree do you have access to
Professional Development on providing Tier 1
promotive/ preventive mental health services
(i.e. supportive environments and/or socialemotional learning)?
To what degree do you have access to
Professional Development on the early
identification (i.e. universal screening, early
warning systems) of students in need of Tier 2
early mental health services?
To what degree do you have access to
Professional Development on providing Tier 2
early mental health services (i.e. efficient
interventions for some students and/or small
group counseling)?
To what degree do you have access to
Professional Development on the
identification and assessment (i.e. progress
monitoring, functional behavior assessment)
of students in need of Tier 3 intensive mental
health services?
There are things you can do to make sure your
students are mentally healthy.
Less energy and interest in activities, change
in appetite and weight, and trouble sleeping
can be signs of depression.
Anxiety is one of the most common types of
mental health problems in teens.
Youth with mental health problems are never
happy.
Youth who are happy are more likely to fail in
school.

Behavior

2

Behavior

2

Behavior

2

Behavior

2

Behavior

2

Behavior

2

Behavior

2

Knowledge

1

Knowledge

1

Knowledge

1

Knowledge

1

Knowledge

1

50
51
Access to
52
Professional
Development
(Training,
Resources
53
and
Coaching)

54

55

postPAY

Mental
Health
Knowledge

1
2
3
4
5
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Table A3 (Continued)
6
7
8
9
10
Attitudes
11
towards Role
of Mental
Health in
12
Schools, and
Mental
Health
13
Trainings
14

16
17

With help, most children and youth who have
mental health problems get well and stay well.
Many types of mental health problems run in
families.
Suicide is a leading cause of death among
youth 10 years and older.
Eating disorders can lead to death.

Knowledge

1

Knowledge

1

Knowledge

1

Knowledge

1

Use of alcohol or other drugs increases the risk
of suicide or harm.
I feel that schools should be involved in
addressing the mental health issues of
students.
I feel that I have the level of knowledge
required to meet the mental health needs of my
students.
I feel that I have the skills required to meet the
mental health needs of my students.
I feel I have adequate cultural knowledge and
communication/interpersonal skills to meet the
mental health needs of my culturally diverse
students.
I am willing to participate in future trainings to
im o e m kill in
o ing den
mental health.
I am likel o ecommend oda
aining o a
colleague.

Knowledge

1

Attitude

1

Attitude

1

Attitude

1

Attitude

1

Attitude

3

Attitude

3

Note. Pre- and post-PAY items can be found in Appendix A and Appendix B.
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Table A4
Descriptive Statistics for Knowledge and Attitudes Outcomes from pre- to post-PAY
School-based educators
Measure
pre-PAY
Knowledge
Attitude
post-PAY
Knowledge
Attitude

Skewness
S
SE

School-based mental health staff

M

SD

Kurtosis
S
SE

0.87
3.40

0.10
0.79

-1.23
-.07

0.16
0.16

2.96
-.20

0.91
4.11

0.07
0.58

-.81
-.80

0.16
0.16

1.70
1.46

M

SD

Skewness
S
SE

.32
.32

0.87
4.03

0.10
0.69

-1.50
-0.65

0.23
0.24

3.41
0.30

.32
.32

0.92
4.49

0.06
0.49

-0.21
-0.67

0.23
0.23

-0.48
-0.23

Note. M = Mean, SD = Standard Deviation, SE = Standard Error, S = Statistic
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Administration & district staff

Kurtosis
S
SE

M

SD

Skewness
S
SE

Kurtosis
S
SE

0.46
0.47

0.88
3.37

0.08
0.79

-1.23
-0.23

0.16
0.24

2.96
-0.33

0.32
0.47

0.46
0.46

0.91
4.04

0.06
0.66

-0.81
-0.70

0.16
0.22

1.70
0.89

0.32
0.43

Table A5
Number of Educators Per Workplace
Type of Workplace
District Office
Pre-k/Montessori
Elementary School
Middle School
High School
Unspecified

Number of Educators
125
57
179
70
63
16

Note. Above is the number of educators in each workplace type from the original sample of 510
educators.
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Table A6
Descriptive Statistics for Attitudes, Skills, Aspirations, and Behaviors Outcomes from the pre-PAY
School-based educators
Outcomes &
Domains
Attitudes
Skills
DMH
PDN
EBP
Aspirations
Behaviors
CRP
APD

M

.81

Skewness
S
SE
-0.54
0.16

Kurtosis
S
SE
0.73
0.33

0.78
3.09
3.20
3.97

0.20
1.03
0.82
0.59

-0.77
-0.23
-0.14
-0.47

0.17
0.16
0.16
0.16

0.66
-0.36
-0.12
0.81

0.34
0.32
0.33
0.33

3.42
3.00

0.85
0.98

-0.79
-0.18

0.16
0.16

1.15
-0.33

0.32
0.33

4.33

SD

School-based mental health staff
M

SD

4.39

Administration & district staff

0.86

Skewness
S
SE
-0.17
0.23

Kurtosis
S
SE
-0.47
0.46

0.95
4.14
3.92
4.08

0.14
0.83
0.72
0.58

-3.86
-1.19
-0.48
-0.18

0.24
0.24
0.24
0.24

17.43
1.47
0.19
-0.41

0.47
0.47
0.47
0.47

3.91
3.68

0.63
0.87

0.09
-0.66

0.24
0.24

-0.77
0.65

0.47
0.47

M

SD
0.86

Skewness
S
SE
-0.65
0.25

Kurtosis
S
SE
0.95
0.25

4.17
0.85
3.14
3.25
3.87

0.30
1.23
0.92
0.68

-2.14
-0.35
-0.22
-0.35

0.28
0.23
0.24
0.24

3.49
-0.81
-0.28
-0.31

0.55
0.46
0.48
0.47

3.48
3.12

0.75
1.04

-0.22
-0.41

0.24
0.24

0.36
-0.22

0.48
0.47

Note. DMH = Direct Mental Health Support, PDN = Professional Development Needs, EBP = Evidence Based Practice, CRP =
Culturally Responsive Practice, A = Access to Professional Development (Training, Resources and Coaching), M = Mean, SD =
Standard Deviation, SE = Standard Error, S = Statistic
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Table A7
Descriptive Statistics for Aspirations Outcomes from the post-PAY
Outcomes

Aspirations

School-based educators
M

SD

4.61

0.56

Skewness
S
SE
-1.37
0.16

Kurtosis
S
SE
1.35
0.32

School-based mental health staff
M

SD

4.69

0.52

Skewness
S
SE
-1.86
0.23

Note. M = Mean, SD = Standard Deviation, SE = Standard Error, S = Statistic
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Kurtosis
S
SE
3.26
0.46

Administration & district staff
M

SD

4.34

0.81

Skewness
S
SE
-1.80
0.22

Kurtosis
S
SE
4.03
0.43

Appendix B: Supplemental Figures

Figure B2. Estimated marginal means of knowledge items from pre- to post-PAY.
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Figure B3. Estimated marginal means of attitude items from pre- to post-PAY.
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Appendix C: The pre-PAY

Pasco Y-MHFA Pre-Survey
Name/Code:

School:

Date:

Mental health refers to our thoughts and feelings, our ability to deal with problems, and get along
well with others. Please complete the following survey regarding your attitudes towards and skills in
supporting mental health in schools. Survey responses are strictly confidential, and no individual
responses will be identified and reported. Data are used to evaluate training effectiveness and
inform future supports.

Demographics
Please answer the following questions about yourself.
1. What is your gender?
a. Male
c. Non-binary
b. Female
d. Other: _______________
2. Which best describes your race/ethnicity?
a. American Indian or Alaska Native
e. White or Caucasian
b. Asian
f. Multi-racial
c. Black or African American
g. Hispanic
d. Native Hawaiian or Other Pacific Islander
h. Other: _______________
3. What is the highest level of education you have completed?
a. Did not complete high school
e. At least one year of course work beyond a Bachelor’s
b. High school diploma or GED
degree or graduate degree
c. Associate degree
f. Master’s degree
d. Bachelor’s degree
g. Ph.D., Ed.D. or other doctorate degree
h. Other: _______________
4. What type of teaching certification do you hold?
a. Regular or standard state certificate or advanced
e. Emergency certificate or waiver (issued to persons with
professional certificate
insufficient teacher preparation who must complete a regular
b. Probationary certificate (the initial certificate issued after
certification program in order to continue teaching)
satisfying all requirements except the completion of a
f. Regular or full certification by an accrediting or certifying
probationary period)
body other than the state
c. Provisional or other type given to persons who are still
g. I do not have any of the above certifications in this state
participating in what the state calls an “alternative
certification program”
d. Temporary certificate (requires some additional college
coursework and/or student teaching before regular
certification can be obtained)
5. How many years of teaching experience do you have?
In August 2019, I will begin my __________ year of teaching PreK 12 students
6. What population do you teach? (circle all that apply)
a. Elementary (K-5)
d. Other: _______________
b. Middle (6-8)
c. High (9-12)
7. What subject do you currently teach? (circle all that apply)
a. English
d. Social Studies/Civics
b. Mathematics
e. Other: __________________
c. Science
8. Have you completed a YMHFA course before?
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a. No
b. Yes
If so, when? ________________________
9. What is the average number of students in your classes (e.g., 25, NOT twenty-five)?
_____________________

Mental Health Knowledge
Rate whether you think the following are true or false.
10. There are things you can do to make sure your students are mentally healthy.
11. Less energy and interest in activities, change in appetite and weight, and trouble sleeping can be
signs of depression.
12. Anxiety is one of the most common types of mental health problems in teens.
13. Youth with mental health problems are never happy.
14. Youth who are happy are more likely to fail in school.
15. With help, most children and youth who have mental health problems get well and stay well.
16. Many types of mental health problems run in families.
17. Suicide is a leading cause of death among youth 10 years and older.
18. Eating disorders can lead to death.
19. Use of alcohol or other drugs increases the risk of suicide or harm.

True

False

True

False

True
True
True
True
True
True
True
True

False
False
False
False
False
False
False
False

Yes

No

Yes
Yes
Yes
Yes
Yes

No
No
No
No
No

Direct Mental Health Support
During the past 60 days of the academic year,
20. Have you talked with any students about a social or emotional concern?

If yes, did you:
21. Spend time listening to their problem
22. Help to calm them down and give re-assurance
23. Talk to them about self-harm or suicidal thoughts
24. Encourage appropriate professional help
25. Encourage self help

School- and Community-Based Mental Health Supports
(1=Strongly Disagree, 2=Disagree, 3=Slightly Disagree, 4=Slightly Agree, 5=Agree, 6=Strongly
Agree)

To what degree do you agree with the following?
26. Teachers at our school know how to talk to student about their
1

2

3

4

5

6

27. It is easy for students to talk to teachers at our school when they have
problems such as feelings or getting along with others.

1

2

3

4

5

6

28. Teachers at our school care about students.

1

2

3

4

5

6

29. Students have someone they can talk to when they have a problem.

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

feelings.

30. Students have an adult at school they can talk to when they have a
problem.
31. Students have someone outside of school that they can talk to if they
or a friend of theirs has a problem.
32. In our school, students receive timely access to a continuum of mental
health supports.
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Professional Development Needs (1-strongly disagree, 2-disagree, 3-neither agree/disagree, 4agree, 5-strongly agree)

How well prepared do you perceive yourself to be in each of the following areas?
33. I received formal training in strategies for
identifying and implementing evidence-based
practices
34. Identify students in need of Tier 2 mental
health services (e.g., early identification of who
is at risk)
35. Provide Tier 1 mental health services (e.g.,
teach social emotional skills, create positive
environments)
36. Identify students in need of Tier 3 mental
health services (e.g., assessment to
individualize intervention)

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Evidence Based Practices (EBP) (1-strongly disagree, 2-disagree, 3-neither agree/disagree, 4-agree,
5-strongly agree)

Beliefs about EBPs and Role of Mental Health in Schools
37. When selecting an intervention, I consider its prior
1
2
3
evidence of effectiveness.
(1-strongly disagree, 2-disagree, 3-neither agree/disagree, 4-agree, 5-strongly agree)
38. I know where to find out about programs and practices
1
2
3
that are evidence-based.
39. I know how to select an evidence-based program
1
2
3
centered on the needs of youth I serve.
40. I can identify an evidence-base for each of the practices
1
2
3
I use.
41. I feel that schools should be involved in addressing the
1
2
3
mental health issues of students.
42. I feel that I have the level of knowledge required to
1
2
3
meet the mental health needs of my students.
43. I feel that I have the skills required to meet the mental
1
2
3
health needs of my students.
44. I feel I have adequate cultural knowledge and
communication/interpersonal skills to meet the mental
1
2
3
health needs of my culturally diverse students.

4

5

4

5

4

5

4

5

4

5

4

5

4

5

4

5

Value and Importance of EBPs
45. I am willing to try new practices even if they are very
different from what I am used to doing.
46. I believe evidence-based practice is more important
than professional experience.
47. I have integrated the use of evidence-based practices
with the youth I serve.

Culturally Responsive Practice

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

(1-strongly disagree, 2-disagree, 3-neither agree/disagree, 4-agree,

5-strongly agree)

48. When selecting evidence-based practices, I consider
the culture of the participants within effectiveness
studies.
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1

2

3

4

5

49. I facilitate family and youth input in local selection and
modifications to programs.
50. I adjust practices and interpersonal communication to
the cultural differences of others.
51. I modify an intervention in consideration of my
population’s culture and demographics.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Access to Professional Development (Training, Resources and Coaching)
(1-strongly disagree, 2-disagree, 3-neither agree/disagree, 4-agree, 5-strongly agree)

52. To what degree do you have access to Professional
Development on providing Tier 1 promotive/
preventive mental health services (i.e. supportive
environments and/or social-emotional learning)?
53. To what degree do you have access to Professional
Development on the early identification (i.e. universal
screening, early warning systems) of students in need
of Tier 2 early mental health services?
54. To what degree do you have access to Professional
Development on providing Tier 2 early mental health
services (i.e. efficient interventions for some students
and/or small group counseling)?
55. To what degree do you have access to Professional
Development on the identification and assessment
(i.e. progress monitoring, functional behavior
assessment) of students in need of Tier 3 intensive
mental health services?
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1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Appendix D: The post-PAY

Pasco Y-MHFA Post-Survey
Name/Code:

School:

Date:

Mental health refers to our thoughts and feelings, our ability to deal with problems, and get along
well with others. Please complete the following survey regarding your attitudes towards and skills in
supporting mental health in schools. Survey responses are strictly confidential, and no individual
responses will be identified and reported. Data are used to evaluate training effectiveness and
inform future supports.

Mental Health Knowledge
Rate whether you think the following are true or false.
1.
2.

There are things you can do to make sure your students are mentally healthy.
Less energy and interest in activities, change in appetite and weight, and trouble sleeping can be
signs of depression.
3. Anxiety is one of the most common types of mental health problems in teens.
4. Youth with mental health problems are never happy.
5. Youth who are happy are more likely to fail in school.
6. With help, most children and youth who have mental health problems get well and stay well.
7. Many types of mental health problems run in families.
8. Suicide is a leading cause of death among youth 10 years and older.
9. Eating disorders can lead to death.
10. Use of alcohol or other drugs increases the risk of suicide or harm.

True

False

True

False

True
True
True
True
True
True
True
True

False
False
False
False
False
False
False
False

Attitudes towards Role of Mental Health in Schools, and Mental Health Trainings
(1-strongly disagree, 2-disagree, 3-neither agree/disagree, 4-agree, 5-strongly agree)

11. I feel that schools should be involved in addressing the
mental health issues of students.
12. I feel that I have the level of knowledge required to meet
the mental health needs of my students.
13. I feel that I have the skills required to meet the mental
health needs of my students.
14. I feel I have adequate cultural knowledge and
communication/interpersonal skills to meet the mental
health needs of my culturally diverse students.
15. Please circle “ ”.
16. I am willing to participate in future trainings to improve
my skills in supporting students’ mental health.
17. I am likely to recommend today’s training to a colleague.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Di ec ion Plea e an e he follo ing q e ion ba ed on oda
1. What was the most useful part of this training?

aining

2. What was the least useful part of this training?

3. What changes, if any, would you suggest for future teacher trainings?
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4. How might you use what you learned today in your teaching, interactions with students, and other
aspects of your role(s) at your school in which you have opportunities to support youth mental
health?
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Appendix E: The Expansion of Child MHFA
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Appendix F: Informed Consent for Current Study

I f

ed C

e

Pa c a e Re ea c I
C ec , U e a d S a e Y

M
a R
Hea I f
a

a dA

a

Pro # 00037198____________________
You are being asked to take part in a research study. Research studies include only people who
choose to take part. This document is called an informed consent form. Please read this
information carefully and take your time making your decision. Ask the researcher or study staff
to discuss this consent form with you, please ask him/her to explain any words or information
you do not clearly understand. We encourage you to talk with your school administrative
personnel before you decide to take part in this research study]. The nature of the study, risks,
inconveniences, discomforts, and other important information about the study are listed below.
We are asking you to take part in a research study called:
SAMHSA Pasco County Mental Health Grant: SAMHSA Pasco County Schools
The person who is in charge of this research study is Dr. Nathaniel von der Embse. This person
is called the Principal Investigator. However, other research staff may be involved and can act on
behalf of the person in charge.
The research will be conducted at your Pasco County middle school.
This research is being sponsored by The Substance Abuse and Mental Health Services
Administration.
P

e f

e

d

The goal of hi
d i o ain middle chool eache and
o
aff ho o iden if i h
men al heal h conce n and omo e effec i e iden ifica ion of a - i k den . The
o e of
he aining i o o ide ed ca o
i h info ma ion ha can be ed o elec in e en ion fo a
den ha i aligned i h hi o he ni e need .
W

a e

be

a ed

a e a ?

We a e a king o o ake a in hi e ea ch d beca e men al heal h i a g o ing conce n
among chool-aged child en. Teache ha e been ho n in e ea ch o be one of he be efe al
o ce beca e he
end o m ch ime i h den . Once iden ified, he den ma be
o ided i h addi ional
o o
o hi o he ni e need .
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S d P ced e :
If you agree to participate in this study, you will receive Youth Mental Health First Aid training
along with training on universal screening. Youth Mental Health First Aid (Y-MHFA) is an
international training program designed to educate parents, caregivers, school staff, and
practitioners on how to help young adults who are experiencing mental health challenges,
substance abuse, and/or are in crisis The trainings and the research study will take place this year
in your school. Youth mental health first aid training will last approximately 8 hours. Training
on universal screening will last approximately 30-45 minutes. As part of the study, you will
complete universal screening using The Social, Academic, and Emotional Behavior Risk
Screener-Teacher Rating Scale is a 19-item scale of Behavior, Academic Behavior, and
Emotional Behavior. You will be asked to complete this screener for every student in your
classroom (takes about 5 minutes to complete per student). The information will be available to
school administrators and support staff to better identify students in need of extra supports and
provide these at-risk students with supports to improve their social, emotional, and academic
well-being.
T a N

be

f Pa

c a

About 40 individuals will take part in this study at your Pasco County middle school. A total of
360 individuals will participate in the study at all sites.
W

d a a

You should only take part in this study if you want to volunteer. You should not feel that there is
any pressure to take part in the study. You are free to participate in this research or withdraw at
any time. There will be no penalty or loss of benefits you are entitled to receive if you stop
taking part in this study.
Be ef
This research might help us learn to effectively identify at-risk students and select appropriate
interventions. Educators who have participated in this type of research have gained a better
understanding of the behavior displayed by the students in his/her grade level and school. By
participating in their research study, children at your school may receive this benefit. In addition,
data collected as part of this study will be provided back to schools in the form of reports.
Schools can then use these reports to determine how they can best support each student within
the classroom.
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R

D c

f

This research is considered to be minimal risk. That means that the risks associated with this
study are the same as what your child faces every day. There are no known additional risks to
those who take part in this study.
C

f c

fI e e

The person leading this research study might benefit financially from this study. Specifically, Dr.
von der Embse holds the copyright on the assessment tool being studied. Research studies like
the one you are thinking about joining are done to determine whether the new tool is safe and
effective. If research shows the new tool is safe and effective, Dr. von der Embse could receive a
part of the profits from any sales of this tool in the future. The Institutional Review Board that
reviewed this study and a committee at the University of South Florida have reviewed the
possibility of financial benefit. They believe that the possible financial benefit to the person
leading the research is not likely to affect your safety and/or the scientific quality of the study. If
you would like more information, please ask the researchers or the study coordinator.
C

e a

You will receive no payment or other compensation for taking part in this study.
C
It will not cost you anything to participate in the study.
P

ac a d C

f de

a

We will do our best to keep your records private and confidential. We cannot guarantee absolute
confidentiality. Your personal information may be disclosed if required by law. Certain people
may need to see your study records. These individuals include:
The research team, including the Principal Investigator, study coordinator, and all
other research staff.
Certain government and university people who need to know more about the study,
and individuals who provide oversight to ensure that we are doing the study in the
right way.
The USF Institutional Review Board (IRB) and related staff who have oversight
responsibilities for this study, including staff in USF Research Integrity and
Compliance.
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The sponsors of this study and contract research organization.
We may publish what we learn from this study. If we do, we will not include your name. We
will not publish anything that would let people know who you are.
Y

ca

e

ea

e

e

,c

ce

,

c

a

If you have any questions, concerns or complaints about this study, or experience an
unanticipated problem, call Nathaniel von der Embse at 419-303-6781.
If you have questions about your rights as a participant in this study, or have complaints,
concerns or issues you want to discuss with someone outside the research, call the USF IRB at
(813) 974-5638 or contact by email at RSCH-IRB@usf.edu.
Sae e

f Pe

Ob a

I f

ed C

e

I have carefully explained to the person taking part in the study what he or she can expect from
their participation. I confirm that this research subject speaks the language that was used to
explain this research and is receiving an informed consent form in their primary language. This
research subject has provided legally effective informed consent.
_______________________________________________________________
_______________
Signature of Person obtaining Informed Consent
_______________________________________________________________
Printed Name of Person Obtaining Informed Consent
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Date

Appendix G: Y-MHFA Timing Guide

Figure G. Y-MHFA timing guide provided for certified instructors.
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